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Maylard, A. E.: The Advantages and Disadvantages 
of Gauze Packing in Abdominal Operations. 
British M. J., 19109, ii, 556. 


The facts collected appear to indicate that the 
question whether packs should or should not be 
used in abdominal operations pertains only to cases 
in which there is some form of sepsis. 

The advantages of gauze packing are, first, the 
antiseptic effect obtained from the substance with 
which the gauze is impregnated, and second, the 
stimulation of a healthy granulating wound. The 
same advantages are obtained also in the use of 
gauze in external wounds. 

The structure of the peritoneum, however, intro- 
duces factors that tend to make gauze packing dis- 
advantageous. The author relates his experience in 
leaving a piece of dry, sterilized gauze in contact with 
the intestines. On attempting its removal it was 
found to be adherent to the visceral peritoneum, and 
on separation an acutely injected surface of bowel 
was exposed. ‘T'wo cases are cited in which gauze 
packing inadvertently left in the peritoneal cavity 
at operation later ulcerated into the intestine. 

Gauze packing saturated with a saline or sodium 
citrate solution is considered less irritating to the 
peritoneum than dry gauze. 

Four other disadvantages of the use of gauze in 
abdominal operations— more or less related to the 
length of time the packing is retained—are cited: 

1. When not used in connection with a drainage 
tube gauze may act as a dam to the escape of dis- 
charge °. 

2. The irritating effect of gauze on neighboring 
coils of healthy bowel leads to a low form of adhesive 
peritonitis and this may cause obstruction. 

3. The longer the wound is left open, the more 
chance there is of a postoperative ventral hernia. 

4. The withdrawal of the gauze is very painful, 
in some cases general anesthesia being necessary. 

In conclusion the author says: 


“Gauze packing should be avoided except under 
definite and clear limitations. These limitations 
may be thus expressed: the use of as small a piece of 
gauze as possible and for as short a time as possible, 
which equally connotes the avoidance of large packs 
retained for several days.” J. A. H. Macoun. 


Soresi, A. L.: Elastic Closure and Systematic Par- 
affin Gravity Drainage for Clean and Infected 
Wounds. JN. York M. J., 1919, cx, 753. 


The ideal method of closing wounds, whether they 
are aseptic ‘or infected is, first, to approximate the 
tissues closely but without undue tension; second, 
to obliterate any dead space; and third, to insure 
the immediate evacuation of any liquid that may be 
present in the wound. 

No method used in closing wounds answers the 
purposes mentioned because the rigid materials 
employed for sutures, such as silk, catgut, and wires, 
more or less strangulate the tissues and hamper their 
blood supply; dead spaces are left in the wound 
on account of the rigidity of the suturing material; 
dead spaces are closed either with absorbable mate- 
rial which is a good pabulum for micro-organisms. or 
with unabsorbable material which acts as a foreign 
body; and, finally, because the materials used for 
the drainage of fluid that may form in the wound 
do not act as drains but hamper reunion. 

The first and most important element of success 
in immediate closure of clean wounds and early 
closure of infected wounds is thorough surgery. 
This means the removal of all foreign bodies, dead 
material, and tissues that will probably die. The 
affected structures should be reconstructed as near 
to natural physiological conditions as possible, and 
tissues and structures that cannot be replaced should 
not be demolished. 

The second requirement is good resistance on the 
part of the patient. The same brilliant results 
should not be expected in civil practice that were 
obtained in war surgery, as in the latter the patients 
were all healthy young men. 
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The third requisite is to close the wound tightly 
with elastic material which, according to the depth 
and the location of the wound, should be applied 
only to the surface or deeply in the tissues, or both. 
Deep sutures are made with elastic threads of pure 
rubber the size of a lead pencil. These threads are 
passed through the deepest portion of the wound 
and tied on both ends on rolled gauze, the tension 
to be given being easily gauged by gently pulling 
the threads after they have been tied to the gauze on 
one side until the tissues are approximated and then 
tying the other end. Superficial closure is obtained 
by applying over the wound special strips made of 
adhesive plaster and rubber bands. These strips 
are prepared in the following manner: 

Take rubber bands, cut them so as to have pieces 
from 5 to 10 cm. in length according to the tissues 
to be approximated, and stick the ends to two strips 
of adhesive plaster. 

To close a wound apply one of the adhesive strips 
to one side of the opening, pull gently so as to give 
a little tension to the rubber band, and then apply 
the other strip of adhesive to the other side of the 
wound so that its walls are approximated by the 
tension exerted by the rubber band. The tension 
must be sufficient to hold the wound together with- 
out undue strain. In order to make the adhesive 
plaster adhere better, the skin may be covered with 
a solution of the common rubber cement used in 
patching tires, diluted with about 10 parts of ether. 

The last requirement in wound closure is perfect 
systematic drainage. The methods based on capil- 
larity are irrational because all organic liquids are 
suspensions of cells that will occlude the capillarity 
of the drain and therefore stop drainage after a 
short period. If tubes are used, it is necessary for 
the liquid to climb along them and as liquids do not 
go uphill except under pressure, drainage by this 
means would require the presence of quite a large 
quantity of fluid under pressure which would cause 
inflammation and reaction of the tissues. 

The author’s method of drainage is based on 
gravity and on the fact that neither tissues nor 
blood nor pus nor any other organic liquid can 
adhere to the substance used which is paraffin. 
Paraffin drains are prepared by dipping strips of 
gauze or silk or linen threads into melted paraffin and 
allowing them to harden, or by introducing melted 
paraffin directly into the wound. Prior to closing 
the wound tke paraffin drain is placed in its most 
dependent part and brought out through a small 
incision made at a point lower than lowest part. 
If applied according to the law of gravity, paraffin 
drains will always drain perfectly because between 
the paraffin-covered material and the walls of the 
wound there is always a space that cannot become 
occluded and through which any secretion can leak 
immediately into the outside dressing by gravity 
as soon as it is produced. Paraffin drains used 
according to the law of gravity are ideal because 
they actually drain, they are well tolerated by the 
tissues, they may remain in place for any length of 
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time, they can be withdrawn slowly day by day until 
it is believed safe to remove them entirely, and they 
are never dangerous. G. W. Hocurer. 


Freeman, S. L.: A New Method of Applying Heat 
to Patients in Surgical Shock. Am. J. Obst., 
1919, Ixxx, 561. 


The device for applying heat is constructed as 
follows: 

1. An ordinary hospital bed is elevated at the 
foot with shock blocks to the height of 12 inches. 

2. The patient is covered with ordinary bed 
clothing plus bed blankets. The blankets are double 
and three in number. 

3. Blanket No.1 is placed up to the patient's 
chin, covering the chest, neck, and upper abdomen. 
Blanket No. 2 is used to cover the legs and feet 
and placed so that it hangs over the foot of the 
bed clear to the floor. All blankets should reach to 
the floor in order to cover the space under the bed 
on all sides. Blanket No. 3 is then placed so that it 
overlaps Blankets Nos. 1 and 2. All blankets are 
placed the long way transverse to the length of the 
bed. 

4. When the blankets are properly arranged the 
space underneath the bed is entirely covered in by 
blankets clear to the floor, except at the head of the 
bed, and is thus made into a closed chamber. 

5. A resistance coil lamp is then placed on the 
floor at about the center of the bed equidistant 
from all the blankets. 

6. The lamp used for generating the heat is the 
ordinary medium-sized resistance coil heat-generat - 
ing lamp. 

7. It is necessary for the nurse to watch the 
patient carefully and remove the lamp as soon as the 
patient’s temperature has reached normal or 
slightly above. 

8. The bed may be heated in this manner also 
before the patient enters it. 

‘9. The results which have followed the use of the 
method have always been good. 
Epwarp L. CORNELL. 


Balfour, D.C.: Life Expectancy of Patients follow- 
ing Operations for Gastric and Duodenal Ulcer. 
Ann. Surg.. 1919, Ixx, 522. 


Life expectancy is the major consideration with 
the patient, particularly in diseases of the gastro- 
intestinal tract for which operation has been carried 
out. Recently the records of the Mayo Clinic have 
been utilized by the Actuarial Society of America 
under the direction of Mr. Arthur Hunter who deter- 
mined as accurately as possible the life expectancy 
of persons who have been operated on for gastric 
and duodenal ulcer. 

A study was made of the 2,431 patients operated 
on in the Mayo Clinic between the years 1906 and 
1915. It is remarkable that of this group of cases 
the Society failed to trace only 108. The study was 
made without any regard to the type of operation 
performed. It shows, first, that the operative mor- 
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tality from all causes in 545 cases of gastric ulcer in 
which operation was done during this period was 4.5 
per cent, while in 1,684 cases of duodenal ulcer the 
operative mortality from all causes was 2 per cent. 
Gastric ulcer carries, therefore, twice the operative 
risk of duodenal ulcer. 

The Society’s investigations of the mortality in 
the years after operation show the following facts: 

Gastric ulcer: Five hundred and twenty-one 
patients were under observation on an average of 
three and six-tenths years, and in that time 88 (17 
per cent) died from various causes. 

Duodenal ulcer: One thousand, six hundred and 
fifty-one patients were under observation on an aver- 
age of three and four-tenths years, and in that time 
85 (approximately 5 per cent) died from various 
causes. 

Gastric and duodenal ulcer: Ninety-one patients 
were under observation on an average of three and 
eight-tenths years, and in that time 9 (10 per cent) 
died. 

Hunter’s first observations on these statistics are 
as follows: ‘‘ The fact that 17 per cent of those oper- 
ated on for gastric ulcer have died within an aver- 
age period of observation of three and six-tenths 
years, and the fact that 5 per cent of those operated 
on for duodenal ulcer have died within an average 
period of observation of three and four-tenths years. 
are in themselves significant. While we cannot tell 
how many lives have been saved by reason of opera- 
tion for duodenal ulcer, it may safely be stated that 
the survival for three and a half years after the opera- 
tion of 95 per cent is a high tribute to surgery. With 
such a serious condition as gastric ulcer, a death rate 
in three and a half years of 17 per cent of those oper- 
ated on appears to be low. While I cannot prove my 
statement, I believe that a much larger proportion 
of persons would have died but for the operation, 
and that many years of life in the aggregate were 
saved through surgical treatment.” 

The chief point of importance in these statistics, 
however, is gained by comparing the mortality fig- 
ures of a group of patients subjected to operation for 
gastric and duodenal ulcer with a group of the gen- 
eral population corresponding in age and in sex. 


TABLE I. 


Deaths in group of 521 persons operated on for 
gastric ulcer: 


Years following operation: Deaths 
_ Seas Po af enk bib tad wie ae ree 26 
NE ecient ere swdaks oagwes PSRs 21 
Third. . Sacks, bssacssray Stes ardent Socsvest tii. Il 
Fourth. .. go GS Gn a lech ik ate 7 
. == sts pA Shisee a eee 7 
Sixth and subsequent... 6 

88 


Deaths during same period of time in general pop- 
ulation group of 521 persons with like distribution as 
to age and sex: 


Years Deaths 
ie te Tair ewes ea Rad ne dotutekoeea Me 8.2 
a ECE ET RC OE ae 6.5 
NE nis B4heed. vaieinws.d oa cade dee 4.9 
a 4.1 
Meee tee 3.0 
Sixth and subsequent............ 5.6 


The statistics show that the death rate of a group 
of persons following operation for gastric ulcer is 
four and one-third times as high as that of a group of 
the general population of similar age and sex. In the 
second year the death rate is three and one-fourth 
times as high, and in the later years still less. The 
death rate of patients operated on for gastric-ulcer, 
as determined by the statistics of about three and 
one-half years, was two and two-thirds times the 
death rate in, the general population group. 


TABLE 2. 


Deaths in group of 1,651 persons operated on for 
duodenal ulcer: 


Years following operation Deaths 
SUN Bae akc cg oh oti db SPOS 15 3 rds oa hate hides 22 
IN ys < bite o 20s wk owed tea eekeweeass . 20 
MG tis Aiea alae bbe aire baawite de ——. 
Fourth....... Mera bccgaiihce-parteets akty tee eck vers -» 
DE ich kiiswidns rae acinass Ws bote saudinsaratallbe v II 
Sixth and subsequent............. 5g 

85 


Deaths during same period of time in general pop- 
ulation group of 1,651 persons with like distribution 
as to age and sex: 


Years Deaths 
.. See KR Ae an eeatey? Cle 
Second. 5 i tcc a ta ere sSesutna (ee 
Serres sited a eR we 
eee ere ee <a 11.2 
ee are we ean 8.3 
Sixth and subsequent............ 16.7 

93.1 


The death rate of a group of persons in the first 
two years following operation for duodenal ulcer is 
only that of a group of the general population, and 
after the second year the mortality is actually less 
than in the group of the general population. These 
statistics illustrate very strikingly the fact which has 
been always recognized by surgeons, namely, that 
gastric ulcer is a much more serious condition than 
duodenal ulcer, not only from an operative stand- 
point, but from the standpoint of after-results, and 
that as a rule the patient with a gastric ulcer shows 
much more evidence of impaired general health than 
the patient with duodenal ulcer. 








ANZSTHETICS 


Manine and LePage: General Anzsthesia by 
Intrarectal Etherization (Note sur l’anesthésie 
général par éthérisation intra-rectale). Arch. de méd. 
et pharm. nav., 1919, cviii, 284. 


While many surgeons have refused to employ 
rectal etherization owing to the possibility of severe 
complications, sometimes fatal, which have been 
attributed to this method, the authors believe on the 
basis of their own experience that it is dangerous 
only if doses greater than from 60 to 100 c. c. are 
used. Further experience and perfecting of the 
technique, however, are necessary before a definite 
opinion as to its true value can be formed. 

The authors have employed the method in 16 
cases: In only 1 was there a mishap and this was 
the case of a patient whose general condition was 
very unsatisfactory. Twenty minutes after the 
operation was begun the respiration ceased, the 
skin became markedly cyanotic, and the pulse very 
weak. Artificial respiration and the injection of 
stimulants revived the patient, however, and the 
operation was completed without further incident. 
Intrarectal etherization is described as follows: 

One centigram of morphine is given half an hour 
before the operation. The patient is then placed on 
the left side and a No. 16 Nélaton catheter is intro- 
duced into the rectum for about 1o cm. According 
to Dufourmentel, the fluid should not be injected 
into the colon. If the general condition is good, as 
much as 100 c. c. may be injected. Otherwise the 
amount should not exceed 80 c. c. With the smaller 
dose anesthesia is slow but may be hastened with a 
few whiffs of chloroform. 

The authors have always ‘used pure ether rather 
than ether mixed with oil and have never observed 
irritation of the rectal mucosa or any other incon- 
venience. Anaesthesia is complete at the end of 
twenty-five or thirty minutes. The awakening is 
slow, in the authors’ cases taking place from one 
and a half to two and a half hours after the begin- 
ning of the anesthesia. 
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Vomiting is infrequert and insignificant. The 
general condition after awakening and on the day 
following is better than after inhalation anesthesia. 

The advantages of the method are its simplicity 
and the facts that it does not require a skilled 
anesthetist, the patient is placed in a position 
facilitating the operation, and the postanesthetic 
course is calm. Its disadvantages are that it is slow 
and prolonged. 

Intrarectal etherization has particular indications 
in surgery of the head and neck. It can be used to 
advantage also in thoracic surgery. 

W. A. BRENNAN. 


SURGICAL INSTRUMENTS AND APPARATUS 


Barron, N., and Bainbridge, W. S.: The Barron 
Ladder in the Treatment of Flat-Foot. /nter- 
nat. J. Surg., 1919, XXxii, 341. 


The Barrow ladder is a ladder in which, instead of 
ordinary rungs, there are steps set at an angle of 35 
degrees and a toe-piece to prevent the foot from slip- 
ping forward. The toe-piece is 114 in. deep and the 
step measures 3 or 4 in. The steps are 18 in. apart. 
The ladder is from 20 to 25 ft. in length and 
equipped with a balancing board running alongside. 
In use it is laid flat on the floor. 

The patient steps on the ladder, toes slightly in. 
He then points one foot forward, keeping all the 
weight on the other foot until the advancing foot is 
in position on the next step. He then sways the 
whole body forward onto the advanced foot and 
continues as before. Having reached the end of the 
ladder, he goes backward in exactly the same man- 
ner, this time keeping the weight on the front foot 
while the retiring foot is in position. Having exer- 
cised on the steps for fifteen or twenty minutes, he 
goes backward and forward two or three times on 
the balancing board. 

The ladder is recommended for cases of flat-foot 
which can be treated by exercise. Its construction 
is given in detail in the original article. 

Pare Lewin. 


SURGERY OF THE HEAD AND NECK 


HEAD 


Sebileau and Vallas: The Operative Treatment of 
Cancer of the Tongue (Le traitement du cancer 
de la langue par la méthode sanglante). Presse 
méd., Par., 1919, xxvii, 595. 

Sebileau, agreeing with Butlin, discusses and 
rejects total amputation of the tongue as he does 
not believe the benefits obtained are worth the 
sacrifice. He rejects also the total hemiresection 
extended to the deep attachments of the tongue 
which has been recommended by Morestin. How- 
ever rapid may be the propagation of a tongue can- 
cer from the front inward, the best procedure, he 
believes, is a limited amputation realizable by the 





natural route which may be extended by section 
of the labial commissure. He condemns lymph- 
adenectomy and routine lymphangiectomy as un- 
necessary or not possible. 

The natural route of approach is the route of 
choice. For lesions of the posterior half of the 
tongue, however, the lateral transparietal route 
must be selected. The transmaxillary route 
should be reserved for cancers propagated to the 
floor or vault of the mouth. 

The prognosis of amputations through the mouth 
is favorable. The mortality of operations by the 
buccal route is 5 per cent; of those by the trans- 
parietal route, 30 per cent; and of those by the 
transmandibular route, 40 per cent. 
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In discussing the results Sebileau estimates that 
when operation is performed early 40 per cent of 
the patients survive more than three years. In 
cases of old cancers operated upon by the trans- 
parietal and mandibular routes the survivors are 
much fewer. 

Vallas is a partisan of extensive ablation of the 
tongue, the glands, and the intermediate tissues 
en bloc. His incision is made about 2 cm. below and 
parallel to the lower edge of the maxilla and ex- 
tends from the median line to the anterior border of 
the sternomastoid. The facial and lingual arteries 
are ligated at their origin and the whole cellulo- 
lymphatic mass of the submaxillary region is re- 
moved. Removal of the carotid glands is done if 
indicated, the incision being extended. 

Postoperative care must be directed principally 
toward the saliva and food, both of which, rather 
than blood, may occlude the respiratory passages. 
The use of a nasal catheter to give food is preferable 
to gastrostomy. 

Local recurrences are rare, but recurrences in the 
glands are relatively frequent, especially in the 
region of the hyoid. 

Like Sebileau, Vallas believes that total statistics 
have little value. The statistics for special types of 
tongue cancer he reports as follows: 

1. Cancer of the mobile part of the tongue: 
In 32 cases operated upon from 1907 to 1913 there 
were 3 operative deaths and 14 recoveries lasting for 
more than three years. 

2. Cancer of the base of the tongue: These are 
rarely observed as they are not recognized before 
they have spread to the pharynx, the tonsils, or 
the velum. Vallas has operated upon 5 cases by 
the transhyoid route, with 1 death and with 4 
recoveries which continued for less than three 
years. 

3. Cancers which have spread to the floor of the 
mouth: In 37 cases operated upon the mortality 
was 45 per cent. Three of the patients survived for 
more than three years and 1 was without recurrence 
twelve years after the operation. 

Vallas concludes that operation is the only treat- 
ment that will give a definite cure. As it is not yet 
possible to say whether radium therapy should be 
classed among the palliative or the curative meth- 
ods, the operative technique of the surgical methods 
should be perfected as much as possible and what- 
ever extends the limits of operability and improves 
the operative results should be accepted. 

W. A. BRENNAN. 


Aboulker, H.: The Surgical Treatment of Bucco- 
pharyngeal Cancers (Contribution au traitement 
des cancers bucco-pharyngiens). Rev. de chir., Par., 
1919, lvii, 185. 

Aboulker did a radical operation in 28 cases of 
buccopharyngeal cancer. Various procedures were 
followed, i.e., ablation by the natural route, which 
in some cases was enlarged; resection of the ascend- 
ing branch of the maxilla; laryngotomy by the 


subhyoid route; or mediolateral pharyngectomy 
with total laryngectomy, according to whether the 
cancer was situated on the floor of the mouth, the 
buccal pharynx, or the laryngeal pharynx. In 
the 28 cases there were 10 deaths. In 10 instances 
the operation was performed under local anesthesia. 

The principal cause of death in these cases 
Aboulker believes was chloroform anesthesia which 
was used in 18 cases. In this group the mortality 
was 55 per cent. In the 10 cases operated upon 
under local anesthesia there were no deaths. 

Next in importance to chloroform as a cause of 
death was gangrene of the operative wound and 
tracheotomy. As a rule tracheotomy was done 
to facilitate the induction of chloroform anesthesia. 
In the author’s 28 cases tracheotomy was per- 
formed in 15—in 12 cases of chloroform anesthesia 
and in 3 cases of local anesthesia. Aboulker there- 
fore concludes that tracheotomy should be avoided 
as well as the use of chloroform. 

The operations performed under local anesthesia 
were of the most extensive type possible on the 
face and chin. The author says that nothing more 
extraordinary can be seen than the spectacle of a 
patient who has undergone such an extensive op- 
eration as pharyngectomy leaving the operating 
table after an operation which has lasted two hours 
or more and walking unassisted to his bed. 

Aboulker makes systematic clearance of the 
glands in the subaxilla y, carotid, and supra- 
clavicular regions. 

For tumors of the pharynx and the floor of the 
mouth the author prefers a paramedian section of 
the inferior maxilla followed by suture. For tumors 
of the lower pharynx a median or mediolateral 
pharyngectomy and partial or total resection of the 
larynx is preferred, according to the case. 

The anesthetic recommended is a 1:200 or 1:300 
solution of novocaine with adrenalin. From 70 to 
100 cc. can be injected without inconvenience, but 
30 cc. suffice even for very complex operations. 

Details of the 28 cases are given. 

W. A. BRENNAN. 


NECK 


MacLean, N. J.: The Surgical Treatment of Ex- 
ophthalmic and Thyrotoxic Goiter, with Special 
Reference to Bilateral Resection. Surg , Gynec 
& Obst., 1919, xxix, 475. 


The conclusions drawn are based on the results 
obtained in 31 cases of true Graves’ disease, or cases 
with positive symptoms of hyperthyroidism in 
which both lobes of the thyroid were enlarged. 
There were no deaths. Preparatory treatment, such 
as absolute rest and medical care, preceded every 
operation, and in some cases injections of boiling 
water were given. Bilateral resection was not advo- 
cated in all cases. In some, the bilateral resection 
was done at one operation. In severe cases the min- 
imum amount of one-sixth of the gland was left, 
while in the less toxic cases somewhat more than 
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one-sixth remained. Not the slightest sign of myxe- 
dema or hypothyroidism has been noted in any of 
these cases. 

All treatment to be rational should be based on 
the pathologic condition. Medical treatment should 
be employed in the first acute stage and operation 
undertaken when the symptoms again recur or per- 
sist for a prolonged period. It is best to perform the 
operation during the stage of remission. Operation 
is contra-indicated in acute fulminating cases, fol- 
lowing the recent onset of acute intoxication in any 
stage of the disease, and in cases of organic disease 
of the heart unless it has been treated. 

The preferred anesthetic is nitrous oxide and oxy- 
gen with local infiltration of anocaine and adrena- 
lin. The surgical technique is described in detail. 


SURGERY OF 


CHEST WALL AND BREAST 


Shattuck, G. C.: Medical Aspects of Wounds of 
the Chest in War. Am. J. M. Sc., 1919, clviii, 
629. 

Shattuck is of the opinion that the physician is 
more familiar with some of the questions which 
arise in connection with chest cases than the sur- 
geon. This he believes true whether the dyspneea is 
due to a large hemothorax, pneumothorax, pul- 
monary ocdema, or massive collapse of the lung; 
whether the circulatory disturbance can be relieved 
by aspiration or is due to shock or hemorrhage; 
whether the temperature is caused by infection of 
the haemothorax or is due to some other cause. 

The preliminary treatment should consist of rest, 
warmth, and quiet. Sucking wounds should be 
closed and hemorrhage stopped. To arrest bleed- 
ing a pad of gauze strapped to the wound will usually 
be adequate. Pulmonary cedema clears up if the 
patient is put to bed with the chest slightly elevated 
and 1/6 gr. of morphine and 1/120 gr. of atropin are 
injected subcutaneously. During the war patients in 
a state of collapse were given by rectum infusions 
of glucose and salt or salt solution by the drip 
method. 

Blood should not be transfused in the presence of 
a large haemothorax lest it induce further internal 
hemorrhage and lest it add to existing circulatory 
embarrassment. 

Preliminary aspiration should be done in a small 
proportion of cases in which there is a large hemo- 
thorax or hemopneumothorax, and an endeavor 
made to leave the intrathoracic pressure at approx- 
imately that of the atmosphere. 

In the war hospitals postoperative aspiration was 
done after twenty-four hours and again after two 
days, as following operation fluid soon begins to 
collect in the pleural cavity. In the most favorable 
cases from 200 to 300 c.c. of fluid and some air were 
obtained at the first tapping, and so little fluid at 
the: second that further tapping was unnecessary. 
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The advantages of bilateral resection over uni- 
laterial lobectomy or unilateral lobectomy with 
partial resection of the opposite lobe are: 

1. Minimum injury to the parathyroids. 

2. Absolute safety of the recurrent laryngeal 
nerve. 

3. The fact that if for any reason further removal 
of the gland should be indicated, as for recrudescence 
of the symptoms of thyrotoxic activity or the rare but 
possible occurrence of malignancy, the one side could 
be completely removed with the assurance that some 
portion of the gland remained. 

4. The avoidance of hypertrophy in the remaining 
lobe. 

5. Preservation of the symmetry of the neck. 

C. R. STEINKF. 


THE CHEST 

For two days after operation morphine was used 
freely to relieve pain and check restlessness. 

Fever of moderate degree is the rule in sterile 
hemothorax, but after a few days begins to subside. 

Infection should be suspected when the tempera- 
ture and pulse do not show a downward tendency 
after a few days; when the amount of fluid in the 
chest seems to be increasing; when the patient’s 
condition does not rapidly improve; or when, after 
temporary improvement, he becomes abnormally 
irritable, there is intrathoracic pain, and the 
temperature begins to rise again. 

Tapping for infected chests was not successful 
as later it was necessary to operate in every instance. 

H. A. McKnicsr. 


Lebowitz, J. J., and Nadler, W. H.: Penetrating 
Chest Wounds; Report of 276 Cases Treated in a 
Base Hospital in France. Surg., Gynec. & Obst., 
1Q1Q, XXiX, 429. 

’ In the cases reported the observations began as a 

rule six days after the injury. 

The mortality was 5.4 per cent. Four patients 
died as a result of associated spinal wounds, 6 of 
empyema, 2 of hemorrhage, 1 of gas-bacillus infec- 
tion, and 1 of suppurative hepatitis. 

The most common event in chest wounds is hemo- 
thorax which in this series occurred in 175 cases. 
Once the diagnosis of haemothorax has been made, 
the early detection of infection is the most important 
consideration because by early drainage extensive 
organization of pleural exudate with permanent loss 
of lung expansion can be prevented. Sterile cases 
with hemo‘horax require no special treatment, but 
when there is much fluid repeated aspirations are 
necessary. 

The physical findings in the series reported were 
of interest, especially the high level of the diaphragm 
the fixation and retraction of the wounded side in 
the presence of even very small amounts of fluid, and 
the distinct breath sounds, tubular breathing, and 
increased vocal fremitus heard upon auscultation 
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over the dull area in chests from which large amounts 
of bloody fluid were later aspirated. These findings 
were ascribed to a condition of lung collapse which 
Bradford considers one of the leading phenomena if 
not the leading phenomenon of gunshot injuries 
of the chest. 

Pneumcthorax occurred in 71 cases, 26 open and 
45 closed. Of the open cases 13 remained sterile. 

Shock occurred in 21 cases, and hemoptysis, 
usually slight, in 95 cases. Subcutaneous emphy- 
sema, found in 61 cases, varied from small areas 
about the wound of entrance to involvement of the 
entire trunk. Occasionally subcutaneous emphy- 
sema associated with one or more wounds of the 
chest was the only sign of lung penetration. 

The surgical treatment of penetrating chest 
wounds at the base hospital was confined, in general, 
to the treatment of the complications, chief of which 
was infection, particularly infected haemothorax. 

In all cases of hemothorax in which the bacterio- 
logical examination showed the presence of organ- 
isms rib resection was done promptly. For this the 
surgeon chose the most dependent portion of the 
chest, bearing in mind the frequent high level of 
the diaphragm. Clots were evacuated from the 
pleural cavity. In 11 cases after irrigating with 
eusol, Carrel-Dakin tubes and a large drainage tube 
were inserted and eusol was instilled every two hours. 
The results were very good. H. A. McKnicat. 


Cartolari, E.: Penetrating Wounds of the Thoracic 
Cavity (Sulle ferite penetranti nella cavita toracica). 
Clin. chir., 1919, xxvi, 780. 

Cartolari gives a statistical study of the cases 
which came under his observation. The severely 
wounded are not considered, nor those who died 
soon after injury. His statistics contain a high 
number of rifle wounds due to the fact that the hos- 
pital was situated near a mountain sector where 
artillery could not be used. The symptoms varied 
considerably. In nearly every case there was a 
fracture of the ribs. Dyspnoea and hemothorax 
were often pronounced. Subcutaneous emphysema 
was observed in 15 per cent of the cases. Hamop- 
tysis was very frequent. In 7 cases it was the only 
symptom. It was rarely severe and responded 
readily to therapeutic measures. Pneumothorax oc- 
curred in only 3 per cent of the cases. Of the late 
complications bronchopneumonia was the most 
serious and empyema came next. One case was com- 
plicated by a perforating bullet wound of the spinal 
column with injury to the cord. 

As the thoracic wounds considered were not severe, 
the operative indications were reduced to a mini- 
mum. The patients were put at absolute rest. 
Morphine was administered and stimulation if 
necessary. The wound of entrance was disinfected 
and an aseptic dressing applied. 

All pleural wounds were closed by the dressings. 
Drainage was instituted when necessary. Hazmor- 
rhagic effusions were aspirated when they produced 
symptoms. No exploratory punctures were made. 
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The chest on the affected side was immobilized with 
adhesive strips. Hamoptysis responded quickly 
to the ordinary remedies. I. F. Vout. 


Rodman, J. S.: Empyema. 
1919, Xxiii, 65. 

In this article the author gives his own experience 
in the treatment of 240 cases of empyema which 
occurred on the surgical service at the base hospital 
at Camp Bowie, Fort Worth, Texas, from Sept. 15, 
1917, to April 1, 1918, and at General Hospital No. 
14, Fort Oglethorpe, Ga., from June 5 to Oct. 
10, 1918. 

These cases were due to the epidemic of 1917-18, 
during which, in a little longer period than the three 
months of November, December, and January, one- 
third of the command of the Thirty-sixth Division, 
some 8,000 troops, suffered from measles, which 
was often complicated by bronchopneumonia lead- 
ing to empyema, mastoiditis, and other metastatic 
infections. 

In the first group of 50 cases the plan of draining 
the chest cavity as quickly and as simply as possible 
was followed; thoracotomy without rib resection 
was done for the most part under local anesthesia 
and drainage provided with one rubber tube of 
large size. Of the 50 patients thus treated 23 died, 
a mortality of 45 per cent. 

After the first 50 cases, Rodman decided to aspir- 
ate in the worst cases and found to his relief that this 
procedure was distinctly better. As a rule, the im- 
provement in the general condition was marked, the 
patient appearing less toxic and respiration becom- 
ing easier. Usually it was necessary to repeat the 
aspiration after the lapse of three or four days, at 
the end of which time the fluid had taken on the 
character of pus. Following aspiration, thoracotomy 
with the resection of one rib as low down as possible, 
usually in the eighth posterior axillary line, became 
the operation of choice. To this was added irriga- 
tion with normal salt solution after one week had 
elapsed and later irrigation with Dakin’s solution. 
As a result of this treatment the number of deaths 
decreased about one-half, so that in the first 100 
cases the mortality was about 28 per cent. 

The plan of aspiration and late operation with 
rib resection was not changed in the second 100 
cases, but routine irrigation with Dakin’s solu 
tion every three hours through the permanent 
drainage tubes was added. Later these patients 
were given open-air treatment and setting-up exer- 
cises. In the last 133 cases with the treatment just 
outlined the mortality dropped to 10 per cent and 
the average period of convalescence was from five 
to six weeks. 

In the spring of 1918 the author took the course 
of instruction in the treatment of infected wounds 
at the Réckefeller War Demonstration Hospital, 
New York, wheie he was much impressed by the 
technique used and the results obtained in cases of 
empyema. The technique developed there is briefly 
as follows: 


Pennsylvania M. J., 
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Wide resection of from 2 to 3 inches of the eighth 
or ninth rib in the posterior axillary line; the intro- 
duction of 4 Carrel tubes, each with 20 perforations. 
2 tubes being placed upward and 2 downward; and 
immediate irrigation on the table with full strength 
0.5 per cent Dakin’s solution, the wound being 
left wide open but packed with gauze soaked in 
Dakin’s solution sufficiently to steady the tubes, 
the surrounding skin being protected with sterilized 
vaseline. A rather voluminous dressing is then 
placed'over the wound and the patient is returned 
to bed. Instillation of too c.c. Dakin’s solution 
every two hours by the nurse and irrigation daily 
at the dressing complete the procedure. If a bron- 
chial fistula is already present, the use of Dakin’s 
solution in the chest cavity is contra-indicated. 

FE. C. RoBITSHEK, 


Tinker, M. B., and Wattenberg, J. E.: The Treat- 
ment of Chronic Empyema. Ann. Surg., 19109, 
Ixx, 545. 

The authors’ analysis of 80 cases of chronic empy- 
ema as treated at U. S. General Hospital No. 26 
suggests rational and conservative treatment. Their 
deductions are made in terms of averages. 

The general treatment consisted of fresh air, sun- 
shine, frequent and careful feeding, iron tonics, and 
stomachics. The local treatment consisted, in the 
majority of cases, of the use of Dakin’s solution 
which in a few instances was followed by injections of 
bismuth paste. Ninety per cent of the patients had 
been operated upon elsewhere. 

The average time for the permanent closure of the 
wound was one hundred and twenty-two days; of 
healing of the wound after arrival at the hospital, 
thirty-four days; and of suppuration prior to admis- 
sion four months. The average length of time that 
elapsed between the diagnosis and operation was 
seven and three-tenths days. 

Patients operated upon immediately after pus 
was found did not recover in a shorter period than 
those operated upon later, a fact which suggests 
that perhaps in acute cases it might be better to 
wait nine or ten days before operating. In no case 
was a cure effected by aspiration alone. The argu- 
ment favoring the removal of more than one rib 
was not strengthened. 

The technique of the Dakin treatment used con- 
sisted of irrigating the cavity once daily with suffi- 
cient Dakin’s solution to fill it. This was repeated 
until the fluid returned clear, after which a liberal 
amount of the fluid was given as an instillation every 
two hours for the remainder of the day. Several 
tubes were placed in the various parts of the cavity 
as originally described in the Carrel-Dakin tech- 
nique. 

When the cavity had diminished to a capacity of 
2 or 3 oz, and did not tend to close further, bismuth 
paste (bismuth subnitrate, 10 parts, vaseline, 90 
parts) was used. Prior to using the bismuth the 
cavity was flushed once daily for three successive 
days with 95 per cent alcohol. 
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In addition to the care of the wound itself the 
patients were given daily lung expansion exercises 
out of doors and with the Wolfe bottles unless there 
was some contra-indication. The exercise with the 
Wolfe bottles was encouraged three times daily, at 
least three or four transfers being made each time 
with bottles of a capacity of 1% liters. Individual 
records stimulated the patient’s interest in his 
case. 

After a month of physical culture the contour of 
the affected side showed obvious changes. After 
five weeks of physical culture there was a marked 
gain in the expansion, circumference, and antero- 
posterior diameter of the chest and in the body 
weight. 

The results seem to indicate that radical operation 
is unnecessary in most cases of empyema which are 
not of too long standing, and that in the majority of 
cases the recovery of health and strength is readily 
possible. W. L. StRANBERG 


Regard, G. L.: Treatment of Serofibrinous Pleu- 
risy by Evacuation of the Fluid and Pneumo- 
thorax (Traitement de la pleurisie séro-fibrineuse 
par évacuation du liquide et pneumothorax). 
Presse méd., Par., 1919, xxvii, 564. 


The author enumerates the advantages of evacua- 
tion followed by pneumothorax in the treatment of 
serofibrinous pleurisies as follows: 

1. The lung and pleura are put at complete rest. 

2. The pleural walls are kept well separated from 
each other and secondary lesions and irritations 
due to friction are prevented. When the pneumo- 
thorax is maintained until complete recovery it 
hinders the formation of adhesions during the in- 
flammatory period. 

3. When the effused fluid is withdrawn the fibrin 
which it contains is also removed. This fibrin is 
one of the principal causes of adhesions. Although 
the fluid constitutes a defense effusion partially im- 
mobilizing the lung and keeping the pleural wall 
apart, total pneumothorax instead of depriving the 
patient of these advantages increases them. 

4. In large effusions this treatment re-establishes 
the normal equilibrium of the thoracic wall, the 
medias'inum, the heart, and the diaphragm. 

5. It relieves the heart by replacing an incom- 
pressible fluid by a compressible gas which exerts 
only a very weak compressive action on the heart. 

6. The treatment prevents the pains due to the 
rubbing and dragging of the inflamed parietal pleura 
by the patient’s movements. 

These advantages have been confirmed in a num- 
ber of the author’s cases, and he is convinced that 
the treatment described is the best. It may be 
begun as soon as the diagnosis is made. An injec- 
tion of 700 to 800 c.c. of air after the evacuation of 
the fluid is sufficient. 

If there are recent adhesions which prevent the 
retraction of the lung, they may often be ruptured 
by temporarily increasing the tension of the in- 
jected air. W. A. BRENNAN. 
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Lyon, M. W.: A Case of Mediastinal Hodgkin’s 
Granuloma, with Perforation of the Chest 
Wall. Am. J. M. Sc., 1919, clviii, 557. 


A case of neoplastic growth having the tissue 
characteristics of Hodgkin’s granuloma and situated 
primarily in the mediastinum is described in clinical 
and pathological detail. 

The patient was a young, white adult male of good 
personal and family history. The duration of the 
condition was sixteen months. The neoplastic mass 
caused pressure erosion of the chest wall, the right 
pleura became infected, a retropleural and retro- 
peritoneal abscess developed, and the patient died of 
toxemia and exhaustion. 

The chief pathological findings were extension of 
the mediastinal neoplastic growth into the right 
lung and involvement of the bronchial and medias- 
tinal lymph nodes, many abdominal lymph nodes, 
and the retroperitoneal and inguinal nodes. Growths 
resembling metastases were found in the unenlarged 
spleen, the tail of the pancreas, the right kidney, and 
the epicardium, and were beginning to invade the 
myocardium. The liver and the cervical, maxillary, 
and axillary lymph nodes were not involved. 

P. M. CHAsE. 


Bérard, L., and Dunet, C.: Circling Ankylosis of 
the Thorax (Ankylose cerclée du thorax). Lyon 
chirurg., 1919, Xvi, 147. 

Circling ankylosis of the thorax is a condition 
characterized by the presence of callus causing 
fixation of several ribs and partial immobility of the 
thorax. One of the principal factors contributing 
to the condition is the anatomical disposition of the 
ribs. Pathologic factors are complicated costal 
fractures, especially those due to war wounds, and 
empyema with or without bone lesions. 

After a gunshot fracture of a rib, a uni- or multi- 
costal fracture, the bone fragments set free in the 
intercostal spaces may palticipate in osseous 
regeneration if their vascular supply is preserved. 
This and periosteal irritation and proliferation 
involve the ribs above and below in newly formed 
callus. 

The authors report a case in which the seventh, 
eighth, and ninth ribs were fixed in this manner 
after the fracture of several ribs by a bullet. The 
ribs were liberated by resecting the callus en bloc. 

W. A. BRENNAN. 


Federici, N.: Exenteration of the Breast for Cancer 
(Svuotamenti [exenteratio] della mammella per 
forme canceroidi). Riforma med., 1919, xxxv, 786. 


Federici describes what he terms evacuation or 
exenteration of the breast for cancerous conditions. 
The operation is less disfiguring than the usual breast 
amputation and is done in one stage. An upper 
incision above the breast terminates in the axilla 
and from this point as the apex another incision is 
carried down under the breast. This having been 
done, the breast and tissues as far as the axilla form 
a large flap which can be lifted up. The site may 
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then be cleared out with the aid of the bistoury and 
forceps. After all the affected tissue has been re- 
moved the skin flap is returned to its place accur- 
ately so as to avoid dead spaces and is sutured. The 
sutures may be removed after seven days. 

Federici has performed this operation in two 
cases. It is easy to execute and there are no com- 
plications. It is not applicable, however, to cases of 
advanced cancer, being indicated only in cases in 
which ulceration has not yet occurred and there 
are no insuperable adhesions. The author’s opera- 
tions were performed only a few months ago. 

W. A. BRENNAN. 


TRACHEA AND LUNGS 


David, V. C., and Miller, E. M.: Gunshot Injuries 
of the Lung and Chest. Surg., Gynec. & Obst., 
IQIQ, XXiX, 435. 

David and Miller present a group of cases of gun- 
shot injuries of the lung and chest observed in a 
base hospital some distance from the front. In these 
cases the chief symptoms were those of the compli- 
cafions and the chief interest the probable functional 
results which followed in certain types of injury. 

From one-half to two-thirds of the perforating 
wounds of the chest, regardless of the type of mis- 
sile which caused them, were complicated by hemo- 
thorax. 

Sucking wounds of the chest wall were present in 
41 per cent of the perforating wounds of the chest 
due to high explosives and in only 7 per cent of the 
wounds due to machine-gun bullets. 

Fifty-nine per cent of the perforating wounds 
from high explosives developed an empyema in con- 
trast to 15 per cent of those due to machine-gun 
bullets. 

Pneumonia followed perforating wounds of the 
chest in only 6 per cent of the cases. 

Two patients died, a mortality of slightly over 4 
per cent for cases of perforating chest wounds. 

In the cases of perforating machine-gun wounds 
of the chest. the general well-being of the patients 
was notable on an average of two months after their 
injury. A number of them had physical findings due 
chiefly to moderate thickening of the pleura with 
impairment of the normal motion of the chest, but 
the majority looked and felt well. 

Those wounded by high explosive fragments de- 
veloped some complication; a few had only simple 
hemothorax but in some instances this was sufficient- 
ly extensive to produce complete lung collapse with 
displacement of the mediastinum and serious embar- 
rassment of respiration. Empyema occurred in 65 
per cent. 

Secondary surgical interference was necessary in 
all but one of the complicated cases, the operations 
consisting of aspiration of hemothorax or pneumo- 
thorax, drainage of the empyemata by rib resection 
or re-opening of a sucking wound, and in cases of 
secondary pulmonary hemorrhage, repeated blood 
transfusions. 
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In 29 cases in which foreign bodies were retained 
in the chest only 1 successful attempt at removal 
was made at the front. 

Pneumonia developed in 5 of the 29 cases, in all 
but 1 following wounds due to high explosives. 

Empyema developed in one-third of the cases of 
retained machine-gun bullets and in one-half of 
those of retained high explosive fragments. The 
mortality was 3.5 per cent. 

All of these complicated cases required surgical 
treatment. Aspiration, often repeated, relieved those 
with hemothorax or pneumothorax, rib resection 
was done in cases of empyema and lung abscess, and 
transfusion of blood when necessary. 

Seventy per cent of the sucking wounds of the 
chest were due to high explosive fragments. Sixty- 
three per cent of the sucking wounds developed 
an empyema. The mortality of sucking wounds 
was 6 per cent. 

The general condition of the patients after two 
months was good. The incidence of empyema in gun- 
shot injuries of the pleura or lung was relatively low, as 
it developed in only one-third of the cases. In sucking 
wounds of the pleura the empyema developed in most 
instances a few days after the injury, and in cases 
of fractured ribs, hemothorax, or retained foreign 
bodies, in from fifteen to thirty days after the in- 
jury. The process was relatively benign, as would 
be indicated by the fact that there was only 1 death. 

The highest incidence was found in sucking 
wounds of the chest, 70 per cent of which developed 
empyema. Of the total number of empyemata, 
sucking wounds had been present in 40 per cent. 
While the number of chest injuries was equally 
divided between wounds due to high explosives and 
machine-gun bullets, empyema was twice as fre- 
quent following wounds from high explosives. 
Pneumonia developing after wounds of the lung or 
pleura played a very minor réle in the causation of 
empyema. 

In the treatment of this class of cases a rib resec- 
tion was done under local anesthetia and tubular 
drainage was employed in most instances. In suck- 
ing wounds with empyema drainage through the 
wound already present was usually sufficient. 

The patients were last examined on an average of 
three months after their injury. At that time 75 per 
cent of them were in good general condition. Nearly 
all had moderate to marked thickening of the pleura 
with more or less immobilization of the chest wall. 
Seventy per cent had sinuses but large cavities were 
rare. In a few instances complaint was made of 
pain in the chest, dyspnoea, tachycardia, and some 
cough. These usually were cases of large sucking 
wounds or cases in which the empyema had been in- 
sufficiently drained. H. A. McKnicur. 


Green, N. W.: Lung Abscess. Ann. Surg., 1919, lxx, 
539- 

In his discussion of the diagnosis of lung abscesses 

the author states that the presence of a subacute 

abscess may be suspected when, after pneumonia or 
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empyema, the temperature comes to normal and 
then rises and is accompanied by a hacking cough 
and a fresh appearance of pus in the sputum. 

Chronic lung abscess is more easily diagnosed. The 
patient may appear chronically ill or in fairly good 
condition except for local symptoms. The chief 
symptom is a profuse and characteristically foul 
expectoration, the amount of which varies with 
change of posture and at different periods of the 
day. The X-ray will also aid in the diagnosis. 

There is always a cough, generally a slight evening 
temperature, and a certain amount of anorexia. 
The physical signs are often obscure and of them- 
selves may not lead to a diagnosis of abscess. Gener- 
ally they are those of localized consolidation with 
occasionally cavernous breathing. Clubbing of the 
fingers is a constant concomitant as in bronchiec- 
tasis. The sputum is greenish yellow. 

The treatment is medical and surgical. Medicines 
are given to decrease and deodorize the sputum. 
Posture may improve the condition. In ambula- 
tory cases, standing on the hands may be beneficial. 
The surgical treatment consists of thoracotomy 
with resection of one or more ribs and evacuation 
and drainage of the abscess. The author does not 
believe that artificial pneumothorax can be of bene- 
fit uniformly because the spot which it is desired to 
collapse is kept out, being fastened by adhesions to 
the parietal pleura. 

Certain lung abscesses with thickened walls 
may require more extensive surgical treatment than 
simple drainage. Resection of a lobe may be neces- 
sary. The operation done to drain the lung abscess 
may be performed in one, two, or more stages. The 
first stage will indicate the patient’s power of resist- 
ance. W. L. STRANBERG. 


Tewksbury, W. D.: Acute Pulmonary Abscess. JN. 
York M. J., 1919, cx, 849. 


The author reports in detail 14 cases of acute non- 
tuberculous, pulmonary abscess treated by artificial 
pneumothorax. All of the abscesses followed opera- 
tions on the throat or nose, principally tonsillectomy. 

Artificial pneumothorax should be used early, 
while the abscess is in the acute stage. After the 
abscess becomes chronic it is usually impossible on 
account of pleural adhesions. The lung is kept com- 
pressed over a period of from one to two months and 
during that time from five to ten injections of gas 
are given. The cough, fever, and other toxic symp- 
toms usually disappear in one week and the patient 
can be discharged as cured in from four to eight 
weeks. 

Tewksbury draws the following conclusions from 
a study of the series: 

1. Acute pulmonary abscess occurs more fre- 
quently in the right lung; 11 of the abscesses re- 
ported were in the right, and only 3 in the left lung. 

2. Of the 14 patients treated, 11 were cured and 
3 died. 

3. With medical treatment alone, cures are ob- 
tained in less than 10 per cent of the cases. With 











GENERAL SURGERY — SURGERY OF THE CHEST 


surgical treatment cures result in from 50 to 65 
per cent. 

4. Artificial pneumothorax used early is the most 
rational and successful treatment known for acute 
pulmonary abscess. 


Lilienthal, H.: Resection of the Lung for Abscess. 
Surg., Gynec. & Obst., 1919, xxix, 443. 


Lilienthal reports a case in which extirpation of 
the lower lobe, the middle lobe, and part of the upper 
lobe of the right lung was followed by atrophy which 
left no lung in the right chest. 

Fifteen months after a tonsillectomy the patient 
first showed chest symptoms, cough, hemorrhages, 
and foul expectoration, which were followed by 
intermittent periods of fever, coughing, and the 
discharge of large quantities of foetid pus. X-ray 
examination of the chest demonstrated a cavity of 
the right lung in the midclavicular line and an area 
of infiltration from the seventh to the ninth ribs. 
There was much infiltration into the lung tissue out- 
side the zone of inflammatory reaction. 

Under intrapharyngeal gas and ether anesthesia, 
a long incision was made in the seventh interspace, 
the greater part of the seventh rib was resected, and 
the sixth rib sectioned posteriorly. Adhesions were 
then separated and all fluid was removed. A large 
abscess was found between the upper and middle 
lobes. The lower and middle lobes and part of the 
upper were then ablated beyond mass ligatures of 
chromic gut and heavy silk. During this procedure 
pus appeared at the patient’s mouth. After the re- 
moval of the major portion of the lung the stump 
was carbolized and the transfixing ligatures were 
fixed outside the chest to prevent mediastinal spasm. 
A large quantity of fluff gauze was packed about the 
stump and the wound closed without drainage, the 
packing and ligatures being buried beneath the skin 
so that at the end of the operation the chest was 
completely sealed. Before the last suture was tied 
more than a pint of paraffin oil was poured into the 
chest and left there. 

Later the wound was re-opened, a drainage tube 
inserted, and about a quart of foul fluid evacuated. 
The wound was then opened wide because of in- 
fection and sloughing, but due to the open bronchi 
it was impossible to use Dakin’s solution. 

The case now showing all the evidence of gan- 
grenous pleurisy, the entire chest cavity was packed 
with gauze, a procedure which was followed by im- 
provement in the local condition. 

Later the right phrenic nerve was resected to 
paralyze the diaphram but the subsequent X-ray 
showed that this muscle was already held down by 
adhesions. The eighth, ninth, and tenth ribs were 
then resected to aid in collapsing the lower chest. 
At the end of four months the patient returned to 
work. Complete closure of the chest took place 
after a year. At that time the X-ray showed no 
evidence of lung tissue in the periphery of the entire 
right side, but a partially aerated lung field was 
observed at the hilus. H. A. McKnicurt. 
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HEART AND VASCULAR SYSTEM 


Norton, W. H.: Myxoma of the Heart Simulating 
Bronchopneumonia. Am. J. M. Sc., 1919, clviii, 
689. 

Norton reports a case of myxoma of the heart and 
reviews the pathology of heart tumors. Primary 
neoplasms of the heart present such obscure symp- 
toms that little has been written on the subject and 
text-book descriptions are so brief that a diagnosis 
can be made only by exclusion. 

The case reported presented the symptoms of 
dyspnoea, palpitation, abdominal pain, burning in 
the epigastrium, and a rapid pulse. The position of 
the heart was normal as were also the heart sounds 
except for a shortened diastole. The diagnosis was 
acute toxic myocarditis with bronchopneumonia. 
Retardation and blocking of thought were much in 
evidence. 

Autopsy showed the left auricle filled by a tumor 
mass implanted by a broad base on the auricular 
wall. It had been made irregular by polypoid 
growths which apparently grew in the line of least 
resistance. These bulged into the fossa ovalis, the 
right pulmonary vein, and the mitral orifice. so com- 
pletely filling the cavity that it was difficult to pass 
a probe between the tumor and auricular wall into 
the left ventricle. Thus the tumor offered very 
effective resistance to the flow of blood in either 
direction. Microscopic examination showed the 
presence of myxomatous tissue. 

For the study of their clinical symptomatology the 
author divides tumors of the heart into four groups: 

Group 1, tumors developed in the auricles: These 
produce a very marked stasis in the lesser as well as 
in the greater circulation. 

Group 2, pedunculated tumors in the left auricle 
filling its cavity and sometimes penetrating through 
the mitral orifice into the left ventricle: These 
tumors produce symptoms of stenosis and insuffi- 
ciency with disturbances of compensation. 

Group 3, tumors having the right ventricle as 
their principal seat: The symptoms are about the 
same as those of angina pectoris, and death occurs 
suddenly. 

Group 4, tumors of the left ventricle and of the 
valves associated with oedema, dyspnoea, and the 
signs of aortic insufficiency: The patients die sud- 
denly without having had any special symptoms 
during life. 

The tumorin the case reported belonged to Group tr. 

H. A. McKnieur. 


Bérard, L., and Dunet, C.: A ‘‘Dry’’ Wound of the 
Thoracic Aorta with Concomitant Wounds of 
the Liver, Heart, and Vertebral Column; 
Eighteen Hours’ Survival (Plaie séche de l’aorte 
thoracique; plaies concomitantes du foie, du coeur 
et de la colonne vertébrale; survie de dix-huit 
heures). Rev. de chir., Par., 1919, lvii, 177. 


The war brought to light a number of so-called 


“dry” vascular wounds in which important ves- 
sels of large caliber were even completely sectioned 








172 


without resulting hemorrhages such as might be ex- 
pected. 

The authors report the case of a woman who re- 
ceived a revolver shot wound through the aorta. 
The bullet passed through the dome of the dia- 
phragm, the pleura, and the pericardium, furrowing 
the walls of the right ventricle of the heart and 
traversing the ninth dorsal vertebra. In the aorta 
was a seton wound. 

In spite of these injuries and the double perfora- 
tion of the aorta the woman survived for eighteen 
hours after her injuries without any symptoms of 
internal hemorrhage. Death then occurred suddenly 
after she had become pale and cyanotic and had 
exhibited all the other signs of hemorrhage. 
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The authors interpret the survival ot eighteen 
hours by assuming that the vascular lesion was ac- 
companied by a perisympathetic lesion whici. was 
immediately translated by vasoconstriction in the 
region of the wound. The elasticity of the muscular 
tissue of the aorta permitted temporary obturation 
of the bullet orifice in the vessel, i.e., there was a 
veritable defensive arterial spasm due to energetic 
contraction of the longitudinal and circular muscle 
fibers. Whatever the cause, however, the aorta re- 
covered its normal tonicity and when this occurred 
a fatal hemorrhage into the pleura ensued. Death 
therefore resulted from an early secondary hemor- 
rhage due to the cessation of the arterial contraction. 

W. A. BRENNAN. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Barthélemy: Lateral Abdominal Herniz (Les 
hernies abdominal latérales). Bull. et mém. Soc. de 
chir. de Par., 1919, Xiv, 1313. 

Spontaneous lateral abdominal herniz are rare, 
the statistics gathered by Berger showing only 26 
in 10,100 hernia. Very little, therefore, is known re- 
garding them and especially regarding their forma- 
tion. It is of the latter that Barthélemy writes. 

Omitting the numerous cases of traumatic herniz, 
lumbar hernie, and hernie due to congenital or 
other defects of the abdominal wall, the author was 
able to find the reports of only 20 cases of true 
spontaneous lateral abdominal hernia. To these 
he adds 2 from the clinic of Vautrin and 1 case of his 
own. In all of these the hernia occurred in adults 
at the time of strain. 

When such a hernia is produced a point of special 
resistance where pressure causes pain is found on 
palpation of the abdominal wall. The site of the 
hernia is remarkably constant, the orifice being 
always found in the inner third of a line drawn from 
the anterosuperior iliac spine to the umbilicus. In 
. the beginning the tumor is deep, interstitial, and 
difficult to outline. Later, however, it is found 
easily just under the thin and distended layers of 
the abdominal wall. It is always at the outer 
edge of the great rectus at the point where the 
posterior sheath of this muscle forms what is 
called the Douglas fold. 

In discussing the mechanism of the formation of 
the hernia described, the author states that he 
does not agree with Cooper who believes-the hernia 
makes its issue by one of the vascular foramina 
situated on Spiegel’s semilunar line. This semilunar 
line is an anatomical error. Barthélemy finds the 
cause of the hernia to be the relationship of the 
great rectus muscle and its sheath. This relationship 
varies and in some cases the muscle floats freely in 
the sheath. When the sheath is lax there may be 


a diverticulum or pocket opening downward and’ 


inward. In such cases a hernia may occur in the 


diverticulum when a violent effort is made with 
the body bent over and the mass may then be 
imprisoned if the body is brought to the erect 
position suddenly. The possibility of this mechan- 
ism was recognized by Molliére who first described 
it at the Congress of Geneva in 1877. Barthélemy 
has been able to verify it fully in his own case. 
The author concludes that, apart from the 
herniz due to trauma or_a congenital defect, the 
majority of all spontaneous hernie described under 
the name of “Spiegel’s hernia” are hernia of the 
external angle of Douglas’ fold, and that Molliére 
was the first to recognize the true mechanism of 
their formation. Rational surgical treatment 
should consist of resection of the sac and closure of’ 
the external angle of Douglas’ fold beneath the 
rectus muscle. W. A. BRENNAN. 


Masson, J. M.: Recurring Inguinal Hernia. 
Minnesota Med., 1919, ii, 373. 

_ The author cites statistics which illustrate the 
proportional numbers of direct and indirect inguinal 
herniz and their chances for cure by operation, notes 
the difficulties met with in operating on the more 
unusual variations of these types of hernia, gives the 
age incidence of patients operated on at the Mayo 
Clinic who have suffered recurrence of inguinal 
hernia, and describes the method of operation which 
he has adopted to correct the condition. 

The good results usually obtained from operation 
for inguinal hernia are due to the fact that the 
intractable direct type represents only about 10 
per cent of inguinal hernia. The statistics of the 
Mayo Clinic show that if at operation the cord is 
transplanted or the floor of the canal is closed by 
some plastic method, a procedure which should be 
undertaken to safeguard the simplest cases from 
recurrence, less than 1 per cent of patients with 
inguinal hernie suffer recurrence, while if the less 
radical operation is carried out a little more than 
1 per cent will be afflicted a second time. Some’ 
statistics show a greater divergence between these 
numbers. 
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Indirect as well as direct are found among in- 
guinal herniz which are difficult to cure. Either 
may be particularly .refractory when associated 
With a poorly developed internal oblique muscle. 
The large scrotal hernia tends to draw the internal 
abdominal ring: directly behind ‘the external ab- 
dominal ring and so stretches them that the sur- 
rounding tissue is poorly adapted to a plastic closure. 
The saddle bag or direct-indirect hernia necessitates 
the removal of the portion of the sac accompanying 
the structures of the cord as well as the direct sac. 
Sliding hernia does not easily lend itself to correc- 
tion because the bowel, after being returned to the 
abdomen through the abdominal ring, tends to 
exert constant pressure on the line of closure of the 
canal. Many indirect herniez in patients over 40 
years of age are associated with very large internal 
rings and atrophied abdominal walls, the evils of a 
long untreated hernia. The most difficult type to 
treat satisfactorily, however, is the recurrent hernia 
which is apt to be of the direct type and is usually 
the result of injury to the nerve supply of the lower 
fibers of the internal oblique muscle. 

Three hundred and thirty operations for recur- 
rent inguinal hernia have been performed at the 
Clinic; 58 represent operations on 29 patients suffer- 
ing from bilateral recurrence; 44 patients had had 
two previous operations, 20 had had three, and 8 had 
had four. Although not definite, it seems that the 
majority of these recurrences follow the so-called 
anatomical or Ferguson operation, especially when 
it has been used for direct hernia. Naturally, the 
more frequent the operation, the greater the diffi- 
culty to effect a cure. The statistics given for the 
age incidence of recurrences show the importance of 
radical operation for persons of or past middle age 
because their tissues heal less readily, their inguinal 
rings are more dilated, and they are more apt to have 
direct hernie than children and young adults. 

The method which Masson recommends after 
personal use for the past five years is a slight modi- 
fication of the Andrews-Bassini operation. He enu- 
merates the exceptions to this method as follows: 
(1) the adoption of the Ferguson technique in all 
hernize associated with undescended testicle and in 
some instances in infants; (2) the use of the rectus 
muscle, according to Bloodgood, in all cases in which 
the internal oblique is not sufficiently strong; (3) the 
use of the Halsted technique; and, in a few cases (4) 
ligation of the cord at the internal ring and orchidec- 
tomy and closure of the canal as for ventral hernia. 

. The incision, the finding and removal of the sac, 
and the manner of closing the wound are discussed. 
For unilateral rupture the usual oblique incision is 
used and for most bilateral cases the transverse 
incision. If the external oblique aponeurosis is 
incised about % in. inside of the inner pillar of the 
external ring and cut across, the contents of the 
inguinal canal will be exposed and sufficient aponeu- 
rosis left in the lower flap to cover the cord later. 
The sac is located through an incision about 1 in: 
long in the covering of the cord close to the internal 
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ring. If the sac is firmly adherent it is cut close to 
the neck and the.cut end of the distal section is left 
open. The neck of the sac, freed. from the edge of 
the cremaster and transversalis fascia, is ligated as 
high as possible. 

The stump is transfixed to prevent the slipping of 
the ligature, and the distal portion is cut off. The 
free end of the ligature is drawn by a large hand 
needle through the transversalis and the internal 
oblique muscle about 134 in. above the internal 
abdominal ring. Drawing the neck of the sac tightly 
up and fixing it to this point by tying the catgut 
prevents it from pressing at the internal ring during 
the process of healing. The opening in the cremaster 
is closed. While the canal is being closed the cord is 
held out of the way with a piece of gauze. In cases 
of direct hernia the sac is not opened unless it is 
large but is simply turned in with its covering of 
preperitoneal fat. A few stitches placed in the base 
prevent it from making pressure on the suture line 
while healing is taking place. 

The closure is begun at the spine of the pubis. 
Continuous chromic catgut is used to approximate 
the internal oblique and external oblique muscles 
down to Poupart’s ligament. The cord structures are 
covered by the lower layer of the external oblique 
aponeurosis. ‘A stitch or two is inserted above the 
internal ring. 

Light, absorbable suture material, No. 1 catgut, 
under moderate tension, should be used for the 
subcutaneous continuous suture. Cutaneous horse 
hair is preferable for the skin suture. 

A light gauze dressing, a suspensory bandage on 
the scrotum, and rest in bed for about seven days 
constitute the average postoperative treatment. 
Patients operated on for recurrent hernia are kept in 
bed about fourteen days. Light work is allowed in 
from six to eight weeks and heavy work in from 
three to six months. 

From his study and clinical experience, Masson 
draws the conclusion that if a hernia recurs within 
six months after operation the operation was not 
sufficient or the patient over exercised after opera- 
tion. If the recurrence develops after a year’s time 
it is more apt to be due to a new hernia from 
stretching in the scar tissue or atrophy in the muscle. 


Crile, G. W.: The Treatment of Peritonitis. J. Am. 
M. Ass., 1919, \xxiii, 1655. 


The author presents a scheme of treatment for 
peritonitis which is based on the experience of him- 
self and his colleagues in over 13,145 laparotomies. 
By this scheme the mortality in all abdominal oper- 
ations has been decreased 33% per cent, and in acute 
appendicitis alone, 67.6 per cent. The essentia 
points are as follows: 

1. Nitrous oxide-oxygen anesthesia. 

2. Local anesthesia at site of incision. 

3. Accurate, clean-cut operation to diminish 
both infection and shock. 

4. Adequate drainage. 

5. Fowler’s position. 
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6. Vast hot packs over the entire abdomen, 
spreading well down over the sides. 

7. Five per cent sodium bicarbonate with 5 per 
cent glucose by rectal drip, continued as long as it 
is tolerated. 

8. Primary lavage of the stomach, repeated o ly 
if indicated. It will rarely be indicated if anociation 
is complete. 

9. From 2,500 to 3,000 ¢.c. of physiological sodium 
chloride solution administered subcutaneously every 
twenty-four hours until the period of danger is 
past. 

10. Morphine given hypodermically until the 
respiratory rate is reduced to from to to 14 per 
minute, and held to this rate until danger is past. 
It should be noted however. that morphine is not 
useful in a streptococcus peritonitis. 

P. M. CHase. 


GASTRO-INTESTINAL TRACT 


Brown, T. R.: The Late Results of Supposedly 
Successful Abdominal Operations on the Di- 
gestive Tract. J. Am. M. Ass., 1919, |xxiii, 1501. 


As so often the late results of operation on the 
digestive tract are far from perfect and the patient 
is left in a condition worse than that preceding the 
operation, the author discusses briefly some of the 
factors responsible for this state of affairs, makes 
suggestions regarding the postoperative treatment 
from the point of view of the clinician, and outlines 
certain principles in the treatment of chronic ab- 
dominal lesions which may decrease the percentage 
of failures. 

The surgeon has been too prone to attribute undue 
credit to surgery for the relief obtained in acute 
abdominal conditions and for the apparent early 
cure of many chronic conditions when some of the 
improvement should be ascribed to such factors as 
rest, careful nursing, change of environment, and 
diet. If after a few months there is a return of the 
same or the development of new symptoms, the 
surgeon is often not cognizant of them for it is to 
the clinician that the patient is more apt to return 
with his complaints. 

Some of the failures are to be ascribed to a wrong 
conception of the underlying process. This is true 
notably in that enormous group of cases of so-called 
chronic appendicitis associated with high grades 
of visceroptosis. In these cases both the patient and 
the physician believe that removal of the appendix 
will be followed by complete cessation of symptoms 
when in reality such an outcome is chimerical, to 
say the least, as the chronically diseased appendix 
represents but one phase of a diffuse low-grade peri- 
tonitis involving the terminal ileum, the cecum, the 
ascending colon, and frequently pelvic organs as 
well. 

In nore of such abdominal lesions is it safe to rely 
wholly on the correction of the morphological changes. 
Because of the failure to consider the associated 
and often quite persistent functional disturbances, 
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what should be a successful operation is often 
unsuccessful. Proper diet, postural treatment, pur- 
gation, massage to minimize the formation of 
adhesions, proper medication for the motor and 
secretory disturbances associated with the organic 
lesion add immensely to the chance for a successful 
issue in this group of cases. 

While the clinician is unquestionably too prone 
to ascribe too much to functional disturbances, the 
surgeon, on the other hand, is far too apt to be 
guided by morphological changes alone, and it only 
by a proper balance between the two in the concep- 
tion of the disease process and its consequent ther- 
apy, both medical and surgical, that the optimum 
result can be obtained. 

The tendency to plunge into surgery in the treat- 
ment of chronic and subacute abdominal conditions 
is too great and there is too little persistence in 
medical, dietetic and physical therapy before re- 
course to operation. Until methods have been 
devised to eliminate the formation of adhesions 
entirely or operations have been evolved which 
can absolutely duplicate the normal physiology, if 
not the normal anatomy, of the various viscera, 
surgery should not be our first choice. Rather should 
it be the last resort, to be employed only if skillfully 
directed therapy along non-surgical lines has been 
tried conscientiously and for a sufficiently long 
period of time to prove that it is absolutely unavail- 
ing. 

Real success in this most difficult field can be 
obtained only by a closer co-operation between the 
surgeon and the clinician. The internist should be 
present at every operation performed upon his 
patients, and the surgeon should compare the opera- 
tive findings and the pre-operative clinical data. 
The clinician’s advice may be of aid to the surgeon 
in the choice of the operative procedure, while on 
the other hand, the visual demonstration of the 


_pathology of the disease to the clinician wil! be of 


inestimable value in his future study of similar 
syndromes. In the management of the postopera- 
tive and convalescent period the clinician, with his 
knowledge of the patient’s previous digestive dis- 
turbances and his greater training along these lines, 
should direct the diet, the medication, and the 
physical therapy, but should always do so in collab- 
oration with the surgeon. Moreover, he should 
keep the surgeon posted regarding the subsequent 
history of the case. P. M. Cuase. 


Leven, G.: A Therapeutic Test Simplifying the 
Differential Diagnosis in Diseases of the Stom- 
ach and Liver (Une épreuve thérapeutique simpli- 
fiant le diagnostic différential des maladies de 
Vestomac et du fois). Presse méd., Par., 1919, xxvii, 
684. 


Many authors have called attention to the fact 
that gall-stone disease may set up gastric symptoms 
and that the symptoms of gastric ulcer may simu- 
late those of cholelithiasis. Leven proposes to facil- 
itate the differential diagnosis by what he terms a 











GENERAL SURGERY — SURGERY OF THE ABDOMEN 


“therapeutic test.’”’ This test consists of putting 
the patient on a very restricted diet for four or five 
days, and on a less restricted but still selective diet 
for about two weeks longer. Complete rest in bed is 
ordered for the first week and restriction of all phys- 
icaland mentaleffort forthe entire period. After the 
third day sodium bromide is given every two hours, 
and after four or five days may be supplemented by 
bismuth carbonate. The bromide and bismuth allay 
pain spasms and all reflex phenomena and hence 
remove some of the principal factors which render 
diagnosis difficult. 

The author states that this test plays a double 
part. If it is efficacious the possibility of disease of 
the liver as well as a lesion of the stomach can be 
ruled out. It demonstrates that the condition is 
merely dyspepsia which can be treated medically. 
If the test is not efficacious the services of a surgeon 
are necessary. At any rate, the diagnosis can be 
made in a few weeks. W. A. BRENNAN. 


Roberts, D.: Certain Limitations of the Roentgen- 
Ray Diagnosis of Gastro-Intestinal Diseases. 
J. Am. M. Ass., 1919, Ixxiii, 1511. 


While conceding that roentgenology has estab- 
lished gastro-intestinal diagnosis upon a new and 
more sound basis, the author believes the limitations 
of the use of the X-ray ought to be admitted and 
generally understood. Unless the examination is 
properly made by an experienced operator, the in- 
formation obtained is apt to confuse the issue rather 
than to aid. Moreover, even under the most favor- 
able conditions, roentgenology cannot disclose 
structural changes in the abdominal viscera and 
therefore a negative roentgen-ray diagnosis of a 
gastro-intestinal lesion should never be regarded as 
final in the exclusion of gastro-intestinal disease. 

Also in the recognition of the gross abdominal 
lesions by roentgenographic methods there are 
many difficulties and some impossibilities. In large 
part, however, these are failures or imperfections in 
technique and excusable fallability in roentgeno- 
graphic interpretation. 

Lesions of the cesophagus may give no findings, 
or findings that are misleading. Cardiospasm may 
be mistaken for an annular growth or vice versa. 
In the cardiac end of the stomach, which fills out 
poorly with an ordinary opaque meal, a pathologic 
condition may not be apparent unless special efforts 
are made to demonstrate it. Ulcer or cancer of the 
posterior wall may give no evidence of filling defects. 
Early annular growths in the pylorus are compatible 
with normal roentgenographic appearances, and 
mucosal ulcers may give no roentgen evidence of 
their presence. At times deductions relative to the 
state of activity of a demonstrated lesion cannot be 
made. Differentiation between ulcer, cancer, and 
syphilis is also not absolutely possible in all cases. 

At the present time not all gall-stones and 
chronically diseased gall-bladders can be demon- 
strated. Moreover, the author does not agree with 
those who contend that the gall-bladder that can 
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be visualized is a pathologic gall-bladder. The 
terminal ileum and cecum offer diagnostic difficulties 
of the most varied kind, and only when there is 
the most unmistakable and persistent evidence in 
support of the clinical picture should the roentgen 
findings lead to the expression of a definite opinion. 
As regards the roentgenographic diagnosis of 
pathology of the appendix, the author believes it 
may be made with reasonable certainty only in 
cases showing definite evidence of deforming ad- 
hesions. A retroceca) position, failure to fill, or 
undue retention are not in themselves considered 
sufficient evidence to warrant a diagnosis of a 
pathologic condition. In the colon, mucosal 
changes or growths projecting into the lumen with- 
out affecting the wall may not be visualized. Small 
lesions are readily missed and a negative opinion 
as regards the presence of a low ulcerative lesion 
should be made guardedly on the basis of the 
roentgenographic findings. Apotpn HartuNG. 


Oehnell, H.: The Internal Treatment of Ulcer of 
the Stomach with Roentgenologically Demon- 
strated Niche (Interne Behandlung bei Ulcus Ven- 
triculi mit roentgenologischer Nische). Acta med. 
Scand., 1919, lii, 1. 

The cases reported, 36 in number, were all cases of 
long-standing, clinically symptomatic stomach ulcer 
which were undergoing medical treatment and which, 
on roentgenological examination, showed the typical 
niche or crater formation referred to in recent years 
by Handek, Hamburger, and others. One of the 
patients died. In the case of another the symptoms 
finally ceased, but it was not possible to obtain fur- 
ther information concerning the progress of the condi- 
tion. In 31 of the remaining 34 cases the ulcer niche 
disappeared under continued treatment, and in 3 
was much reduced. In 2 of the latter an operation 
was performed, and in 1, operation was refused. 
With the disappearance of the niche the remaining 
clinical symptoms of ulcer also disappeared. 

Fifteen cases were followed for from one-half to 
two and a half years. Among these the symptoms 
recurred in 2 or 3 cases. In 1 case a roentgenological 
niche was again observed at the same spot. One 
patient refused further roentgenological examination. 

A number of roentgenological silhouettes illus- 
trative of different phases of the ulcer niche are given 
by the author; also the details of the treatment. 

The conclusions drawn from this study are as 
follows:. 

1. Asa rule extended medical treatment of ulcer 
causes the disappearance of a roentgenologically 
demonstrated niche as well as of the clinical sub- 
jective symptoms of ulcer. 

2. The time since treatment is still too short to 
warrant judgment of the final results, but recur- 
rences appear to be strikingly rare. 

3. The examination demonstrates that the possi- 
bilities of medical treatment in ulcer are much 
greater than was previously supposed. 

W. A. BRENNAN. 
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Deaver, J. B.: The Operative Treatment of Peptic 
Ulcer; Removal of the Ulcer with Gastro-Enter- 
ostomy, or Gastro-Enterostomy Alone. Ann. 
Surg., 1919, Ixx, 526. 


Although the author? believes each case must be 
treated along the lines that give promise of the best 
results, yet, other things being equal, excision of the 
ulcer or resection followed by gastro-enterostomy is 
the procedure of choice. 

Excision of the ulcer combined with gastro-enter- 
ostomy has given the author excellent immediate and 
remote results, particularly with regard to gastric 
mobility. It has not been his experience that spon- 
taneous perforation, if complete, effects a cure. In 
two cases he observed recurrence of perforation. 

Gastro-enterostomy of itself, according to Deaver, 
may be merely a temporary curative measure 
for if the ulcer is allowed to remain, it may or may 
not heal. However, it has been his experience that 
a gastro-enterostomy properly made and properly 
placed does not close. The artificial opening must be 
as large and as near the pylorus as possible. 

In cases of ulcer distant from the pylorus with very 
little exudative induration and cases of saddle-back 
ulcer and ulcers situated on the lesser curvature 
nearer the cardia, simple excision or circular resec- 
tion is the indicated operation. 

In cases of perforation of a duodenal ulcer, Deaver 
plicates the duodenum after closing the perfora- 
tion and fortifies the area by covering it over with 
the gastrocolic and gastrohepatic omentum, com- 
pleting the operation with a posterior gastro-enter- 
ostomy. E. C. RoprirsHeKk. 


Loeper, M.: Intravenous Injections of Pancreatic 
Extracts in Stomach Cancer (Les injections 
intraveineuses d’extrait pancréatique dans les can- 
cers de l’estomac). Progrés méd., Par., 1919, 341. 

Trypsin has been the most frequently used of 
all proteolytic ferments in the treatment of malig- 
nant tumors. In cancer the antitryptic power of 
the blood is increased and, as an action of organic 
defence, there is an increased flow of proteolytic 
ferment into the blood. The intravenous injection 
of pancreatic fluid in cases of cancer increases the 
antiproteolytic power of the serum and the number 
and resistance of the red corpuscles. To these 
advantages there are added also those expressed by 
the improvement in the general condition and the 
body weight. 

The pancreatic extract seems to act as an antigen; 
it increases the resistance of the organism to the 
cancerous products. 

The article contains a tabular statement showing 
the results obtained in 5 cases. W. A. BRENNAN. 


Carman, R. D.: The Operability of Cancer of the 
Stomach as Determined by the Roentgen Ray. 

J. Am. M. Ass., 1919, |xxiii, 1513. 
X-ray examination seems the most certain clinical 
means of gaining pre-operative information concern- 
ing lesions of the stomach. The X-ray evidence of 
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the size, shape, and position of a lesion, and the 
roentgen signs of gastric pathology may be the first 
definite indication of gastric cancer and, when the 
tumor is not palpable, the only information of value 
in determining before the incision is made the 
chances for the removal of the tumor. 

The X-ray findings place cases of cancer of the 
stomach in one of three groups, the operable, the 
borderline, and the inoperable. The location of a 
tumor as shown by the X-ray automatically defines 
the possibility of resecting the stomach insofar as 
the stomach itself is concerned, the pars pylorica, 
pars media, and pars cardiaca being designated the 
operable, questionable, and inoperable zones, re- 
spectively. 

Although always very suspicious of malignancy (as 
approximately 70 per cent of all cancers of the stom- 
ach occur in the pyloric end),tumors in the lower end 
of the stomach are the most favorable for removal. 
Malignancy may often be recognized in the char- 
acter and size of the filling defect, but is of no im- 
portance in limiting operability for in tumors of this 
first group operability depends on metastasis, a 
condition which the X-ray is unable to detect ex- 
cept in the rarest cases and which is not often dis- 
covered by other clinical means. Whatever the 
location or size of a gastric cancer, if it has perfor- 
ated or if the disease has spread beyond the stom- 
ach wall by way of the lymphatics, operation is 
useless. 

Tumors of the second group are classed as border- 
line cases because they extend so far up onto the 
stomach wall that resection becomes questionable, 
especially when allowance is made for the possible 
presence of a scirrhous cancer ‘which may have in- 
vaded the stomach wall more extensively than is 
shown by the filling defect it produces. 

The lesions of the cardiac end of the stomach are 
definitely inoperable, whether metastasis has or has 
not taken place. The X-ray examination therefore 
prevents many useless operations by detecting a 
growth in the upper third of the stomach. It is of 
less final value, however, in detecting a growth of 
the median portion of the stomach as in such cases 
resection depends, as far as the stomach is con- 
cerned, on the skill of the surgeon plus the possibility 
of metastasis. When the growth is confined to the 
pyloric end or the lower half, resection is impossible 
only because of metastasis. 

As the likelihood of metastasis seems to increase 
with the extent and age of the tumor, the earlier a 
lesion of the stomach is discovered, the greater the 
patient’s chance for cure. Early cancer of the stom- 
ach often causes no more than slight gastric discom- 
fort and it is therefore essential in combating the 
rising death rate of cancer that all persons with any 
gastric complaint be given early and thorough med- 
ical and X-ray examinations. Propaganda which will 
bring the public as well as the medical profession to 
realize the necessity for such early examination is the 
most hopeful means of raising the operability of 
gastric cancer. 











GENERAL SURGERY — SURGERY OF THE ABDOMEN 


Potter, C.A.: Congenital Pyloric Stenosis, Pyloro- 
spasm, and Chronic Appendicitis, J. Missouri 
M. Ass., 1919, xvi, 380. 

Pylorospasm is a reflex phenomenon, while con- 
genital pyloric stenosis is hypertrophy plus reflex. 
The former must have a nervous origin or an ex- 
trinsic, exciting, intra-abdominal etiology. Among 
the causes of pylorospasm must be considered: 
(1) cholecystitis; (2) cholelithiasis; (3) duodenal and 
gastric ulcer; (4) neurosis; (5) tuberculous ulcer; (6) 
peritoneal adhesions; (7) diverticulitis; (8) syphilis; 
and (9) appendicitis. With this in mind it is evident 
that gastro-enterostomy is an unjustifiable procedure 
in the absence of demonstrable pathology about the 
pylorus or duodenum. 

The author believes that there is a familial ten- 
dency to pylorospasm and cites a family which he 
studied as follows: Case 1, boy 4 weeks of age with 
congenital pyloric stenosis; Case 2, girl 4 weeks of 
age with congenital pyloric stenosis; and Case 3, 
boy 2% years of age with pylorospasm secondary to 
recurrent appendicitis. K. L. VEHE. 


Williams, J. T., and Slater, R.: The Condition of 
the Appendix in Five Hundred Laparotomies on 
Patients Presenting No Symptoms of Appen- 
dicitis. Ann. Surg., 1919, \xx, 535. 


The writers have been impressed with the large 
number of pathologic appendices found in the course 
of the routine examination of the right iliac fossa 
during gynecological operations. As cases diagnosed 
as appendicitis were not admitted to their service, 
an unusual opportunity was afforded for the study 
of the appendix during life in patients in whom no 
lesion of the appendix was suspected. 

Five hundred cases were studied, in 167 of which 
changes were discovered in the appendix. In 64 
cases the condition demanding operation was in- 
flammatory disease of the uterine appendages, and 
in the majority of these it is fair to conclude that 
the involvement of the appendix was secondary to 
the right pelvic process. This leaves 103 abnormal 
appendices which were not associated with any 
inflammatory process in the pelvis and produced no 
symptoms. 

With few exceptions the lesions of the appendix 
were chronic in nature. First were those adherent in 
one or more places without gross changes in the 
muscularis or mucosa. These were called chronic 
peri-appendicitis. Second were those with thicken- 
ing, complete or partial obliteration affecting all 
the coats and definitely the seat of chronic inflam- 
= Third were those buried under pericecal 
veils. 

The writers do not feel that they can definitely in- 
terpret the significance of these various lesions found 
unexpectedly at operation but state that no doubt 
many of them are quite innocuous. They demon- 
strate, however, that we are no longer justified in 
making the diagnosis of chronic appendicitis with 
the same confidence as in the past. 

H. A. McKnicar. 
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Graves, S.: Primary Lymphoblastoma of the In- 
testine. Report of Three Cases, One with 
Apparent’ Recovery Following Operation. A 
Plea for a Logical Classification of Tumors. 
J. Med. Research, 1919, xl, 415. 


Graves states that the opportunity for the study 
of the gross and microscopic pathology and the clin- 
ical course of three cases of lymphoblastoma of the 
intestine here reported has stimulated an. extensive 
search of the literature on this subject at odd times 
for the last four years. He believes that the list of 
246 cases appended to the article is the most com- 
plete ever recorded. Prior to this time the largest 
collection was that of Crowther published in 1913, 
which included 122 cases. The three cases reported 
by Graves ‘make a total of 249. 

The research has seemed to Graves almost with- 
out end because of the confusion in the nomenclature 
of tumors. In this _Teport the term “lymphoblas- 
toma” is defined as “a tumor of mesenchymal origin 
of which the ‘cells tend to differentiate into lympho- 
cytes; that is, into cells of the lymphocyte series,’ 
and includes, so far as the literature is concerned, 
“lymphocytoma,” “lymphoma,” so-called “lym- 
phosarcoma,” and in most cases, the so-called 
“‘round-celled sarcoma.” 

Graves summarizes his paper as follows: 

About 246 cases of lymphoblastoma of the intes- 
tine have been collected. 

To this number 3 new cases are now added. One 
of these patients was in good health approximately 
three years after operation. One died seven months 
after operation with metastases in the lungs and 
elsewhere. One apparently had recurrence within 
the abdominal cavity thirty-eight months after 
operation. 

The disease occurs at any age from 1 to 80 years, 
but is most frequent in the third and fourth decades. 

A reliable comprehension of the nature of tumors 
and their clinical significance, as well as accurate 
statistics in regard to them, will not be available so 
long as they are designated by incorrect nomen- 
clature. G. E. Berry. 


Ricketts, B. M.: Intestinal Anastomosis—Newest, 
Quickest, and Best. 7r. West. Surg. & Gynec. Ass., 
1919. 

The principle of intestinal anastomosis by invagin- 
ation, cuff and suture, is probably the simplest, . 
quickest, safest, easiest, and freest from unpleasant 
complications of any methods, both suture and 
mechanical. 

The nine illustrations presented are given to 
demonstrate the simplicity and feasibility of the 
method described not only to those who are familiar 
with intestinal surgery but to ) those who wish to 
become so. 

Co-aptation by suture of mucosa to mucosa, mus- 
cularis to muscularis, and serosa to serosa is ideal in 
theory but seldom realized, extremely difficult, arid 
not necessary, as is demonstrated in intussusception 
with spontaneous severance of the invaginated gut 
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and when union has been accomplished with mechan- 
ical devices. 

The author summarizes his conclusions as follows: 

1. Nine hours is sufficient time for lymph union. 

2. The proximal end of the bowel should extend 
from 1 to 1/4 in. into the distal end in end-to-end 
anastomosis, though less in lateral anastomosis. 

3. Invaginated ends and portions of gut will 
eventually atrophy without stenosis. 

4 Fine round, curved, or straight needles carrying 
fine silk or linen thread are best. 

5. Needles with cutting edges should be avoided. 

6. It is not necessary to perforate the gut wall 
with the needle, though this is of little or no con- 
sequence. 

7. Interrupted rather than continuous sutures 
should be used. 

8. Catgut should never be employed for this 


purpose. 
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fixed by suture to unite. 


9. Sutures should not be drawn excessively taut, 
but close enough to insure perfect co-aptation. 

ro. An extra row of sutures may be applied as 
a precaution. 

11. The method is especially advisable to hasten 
the completion of the operation. Expedition is al- 
ways advisable. 


Malespine, E.: A Method of Left Iliac Colostomy 
—the Bridged Anus (Un procédé de colostomie ili- 
aque gauche—l’anusa pont). Rev. de chir., Par., 1919, 
lvii, 277. 

Malespine describes the technique which has been 
followed by Délore for some years in the formation 
of an artificial anus. 

An incision from 8 to 9 cm. in length is made a 
finger’s breadth above the left anterosuperior iliac 
spine and parallel to the crural arch and the iliac 
crest. The obliquus major, obliquus minor, and 
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transverse muscles are then dissected and the perito- 
neum opened. This having been done, the iliac sig- 
moid with its mesentery is brought to the surface 
through the wound. 

In the center of the first incision two T inc’sions 
about 4 or 5 cm. long are then made 4 cm. apart and 
the tongue of skin thus formed is separated from the 
cellular subcutaneous tissue. The intestinal loop is 
then held between the thumb and index finger of 
the left hand, and the small strip of skin, caught 
with a forceps, is pushed beneath it and sutured to 
the other edge of the incision. The base of the intes- 
tinal loop is fixed to the peritoneum with a few 
sutures and the loop and skin bridge are tamponed 
and dressed. 

After from thirty-six to forty-eight hours the 
intestine is sectioned with the thermocautery and 
dressed. The dressing is renewed each day. The two 
portions brought to the surface become progressively 
epidermized. The lower end is irrigated daily. 

In seven years’ use of this method Délore only 
once observed a case in which the cutaneous bridge 
became gangrenous. 

After some time cicatrization is complete and the 
two orifices are from 3 to 4 cm. apart. A receptacle 
with two completely separated openings correspond- 
ing to the two segments of intestine is fixed in place. 

The method is employed for a rectal stenosis of 
cancerous or other type when resection is impossible 
and the results are better than those obtained in any 
other way. The author has operated upon fifty 
patients in this manner within the last seven years 
and in no case was there any inflammation of the 
iliac fossa, gangrene of the bridging skin flap, 
lymphangitis, or erysipelas. The procedure elimi- 
nates an important disadvantage of other methods, 
viz., the passage of faces by the lower end, and thus 
improves the prognosis. W. A. BRENNAN. 


Chiossone, F.: 
ileopelviano). 


Ileopelvic Megacolon (Megacolon 
Rev. med. del Rosario, 1919, ix, 169 


This article is a discussion of the work done by 
Mirizzi on megacolon. Medical treatment and 
surgery less radical than colectomy Mirizzi con- 
siders only palliative. While he does not deny that 
colectomy is a serious operation, he claims for it 
a greater number of cures and a lower mortality 
than have been obtained in this condition by any 
other method. Mirizzi summarizes his conclusions 
as follows: 

1. There is a normal primary macrocolon which, 
by the addition of certain acquired factors becomes 
a megacolon. 

2. Megacolon gives rise to sustaining membranes 
which in the beginning are beneficial but later, due 
to their irregular contraction, seriously disturb the 
drainage of the colon. 

3. A liberal colectomy is the procedure of choice 
for the radical cure of megacolon. 

4. End-to-end anastomosis is an excellent pro- 
cedure for cases in which the difference between the 
ends to be united is not great. 
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5. The end-to-end suture, while somewhat 
laborious, is more sure in its results. 

6. Appendicostomy and transanastomotic drain- 
age of the colon are very efficient aids to the success 
of the operation. M. M. Marruies. 


Miles, W. E.: Observations upon Internal Piles. 
Surg., Gynec. & Obst., 1919, Xxix, 497. 


“An internal pile consists of a conglomeration of 
blood vessels in the submucous tissue of the anal 
canal and of the lower part of the rectum which have 
become enlarged and tortuous and whose coats have 
undergone pathologic change, partly hypertrophic 
and partly fibrotic. Arteries, capillaries, and veins 
simultaneously participate in this change.” 

The stages in the development of piles are pri- 
mary, intermediate, and final, depending upon the 
constant engorgement and trauma of feces and 
pinching by the sphincter which cause fibrosis and 
hypertrophy of the mucous membrane. In long- 
standing cases fibrosis results in the production of a 
complete encircling band of fibrous tissue beneath 
the mucosa in the lower part of the anal canal which 
the author has termed the ‘“‘pecten band.” 

The location of piles on the various arcs of the 
anal circumference is dependent upon the disposition 
of the primary and secondary divisions of the right 
and left terminal branches of the superior hemor- 
rhoidal artery and upon which of these are involved. 
The primary piles are always in the same relative 
position, e.g., the right anterior quadrant, the right 
posterior quadrant, and the left mid-point of the 
anal circumference. The secondary piles are addi- 
tions to these but off-shoots from them, and the 
formula of location may be stated as follows: 
Group 1, right anterior; Group 2, right-+-right pos- 
terior+ posterior; and Group 3, left posterior+left 
+left anterior+anterior. The anterior pile is of 
very rare occurrence. Therefore, it is evident that 
there are never more than eight internal piles and 
very rarely more than seven. It is further observed 
that the full complement is not usual and that those 
present are often in various stages of development. 

The symptom of the first stage is recurrent and 
often profuse bleeding during defecation. In the 
second stage the bleeding is less but protrusion of 
the piles occurs during defecation. This is easily 
and spontaneously reduced. The third stage is 
characterized by continuous protrusion unless manu- 
ally reduced, a marked tendency to recurrence on 
exertion, and absence of bleeding. 

Palliative treatment may arrest the development 
of piles during their early stages and consists in 
manual replacement to prevent protrusion and 
sphincteric pinching. Mild cathartics are also of 
value. 

The indications for operation are copious and re- 
curring hemorrhage and uncontrollable protrusion. 

The author devotes two days to the preparation 
of the patient for operation. He is confined to bed 
and given a light diet, and attention is paid to evac- 
uation of the bowels. 
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The author does a ligation operation which he 
describes in detail. The sphincter is not dilated but 
as a first step the pecten band described above is 
divided, care being taken not to divide the sphincter. 
Only three ligatures are necessary because secondary 
piles, when present, are off-shoots of the primary 
piles and are included in the ligation of the former. 

The pile sloughs on the ninth or tenth day’ and 
the patient may be up on the fifteenth day. The 
after-treatment is highly important and is described 
in detail. K. L. VEHE. 


LIVER, PANCREAS, AND SPLEEN 


Barber, W. H.: Choledocho-Enterostomy and Post- 
operative Dilation of the Bile-Ducts. Ann. Surg., 
1919, Ixx, 530. 


The study here reported comprised experiments 
on 20 animals, 14 of which were successful, barring 
the dilation described and the possibility of ultimate 
ascending infection of the liver. Six were partial or 
complete failures, due to the harmful compression of 
the intramural segments of the transposed bile- 
ducts. 

Four of the failures occurred in the thick-walled 
stomach and two in the duodenum. The stomata 
were most patent in the relatively thin-walled 
jejunum. 

The following conclusions are drawn: 

1. A severed bile-duct too small to suture but 
long enough for direct choledocho-enterostomy may 
be re-united to the upper small intestine or the stom- 
ach by anchoring it obliquely within the wall of 
the intestine or stomach. 

2. A certain degree of dilation due to the inevi- 
table interruption of the nerve connections during 
reconstruction of the bile-duct is not incompatible 
with life. Harmful dilation is associated with re- 
traction of the transposed end, obstructive intra- 
mural scar, and deficient epithelialization. 

3. The technique described reduces to a minimum 
the adhesion-forming traumata. The factors tend- 
ing to prevent retraction and obstruction of the bile- 
duct are: (1) proper mobilization of the anastomotic 
intestinal loop; (2) the oblique course of the intra- 
mural segment; (3) possibly the dilation of the intra- 
intestinal end; and (4) the anchorage of the bile-duct 
with due allowance for retraction. 

E. C. RopitsHeKk. 


Lobingier, A. S.: The Pathologic Indications for 
Cholecystectomy. California State J. M., 19109, 
Xvii, 401. 


Because indications for cholecystectomy are in- 
definite and because very serious results may follow 
the removal of the gall-bladder when it is forbidden 
by the pathologic condition, the author considers 
the indications for cholecystectomy from the stand- 
point of the real pathology and the end-results. A 
short résumé of the literature is also included in the 
article. 


1. Gangrene: The diagnosis should be made 
early, not late as is the rule, and operation should be 
immediate. 

2. Primary carcinoma: An early diagnosis may 
be difficult and the liver metastasis well advanced 
before symptoms arise. 

x, Cystic distention: A condition due to stricture 
of the cystic duct, usually due to an impacted stone, 
which cannot be successfully treated except by chole- 
cystectomy. 

4. Ulceration of the cystic duct from an im: 
pacted stone. If merely drainage is used cystic dis- 
tention invariably develops. 

5. Empyema without cholangitis or pancreatitis: 
The symptoms will indicate whether the liver ducts 
and pancreas are involved in the septic process. The 
author’s rule is to drain the septic bladder primarily 
and do a cholecystectomy later as indicated. 

6. Contracted gall-bladder with fibrous changes 
in its walls and destruction of the mucosa without 
pancreatitis: This condition is frequently due to 
cholelithiasis, an old empyema, or a _ ball-valve 
obstruction by a stone in the common duct. The 
gall-bladder is a constant source of focal infection 
and a potential menace for malignancy. 

7. Athickened gall-bladder adherent to neighbor- 
ing organs such as the pylorus, duodenum, and colon: 
There is no chronic condition of the gall-bladder 
attended with a more disturbing syndrome nor one 
more happily relieved by a carefully done cholecys- 
tectomy with omental covering to all denuded sur- 
faces. 

8. So-called granular or “strawberry” gall- 
bladder (cholecystitis catarrhalis chronica of Mac 
Carty): There are so many stages of this condition 
that in most instances the clinical picture will be 
the safest guide to a choice between drainage and 
removal. 

Cholecystectomy is contra-indicated in: 

1. Simple cholecystitis with or without stone 
in which the mucosa of the gall-bladder and cystic 
duct is normal. 

2. Cholemia from impacted stone in the common 
duct.. Drainage should be instituted first and the 
stone then removed. 

3.. Obstruction of the common duct at the ampul+ 
la of Vater causing the bile to back up into the pan- 
creatic ducts. Drainage is indicated. } 

4. Septic cholangitis. Drainage is the cardinal 
principle of treatment with cholecystectomy later 
if indicated. P. M. Case. 


MISCELLANEOUS 


Mengel, S. P.: Fractures of the Pelvis. Penizisyl- 
vania M. J., 1919, xxiii, 70. 


The author’s experience included 17 fractures of 
the ramus of the pubes, 12 of the ilium, 14 of both 
the pubes and ischium, 4 of the acetabulum, 10 of 
the ischium, 4 of the sacrum, and 8 of three bones. 
Exact information in regard to the fractures in a 

number of fatal cases, which in all probability weré 














the most severe, was unobtainable on account of 
the patient’s condition on admission to the hospital. 
There were 22 uncomplicated cases, 46 complicated 
cases, and 1 in which the presence or absence of 
complications is not specified. 

Age seemed to have no influence in the cases 
reported. Two of the patients were under to years 
of age, ten between 10 and 20 years, twenty between 
20 and 30 years, thirteen between 30 and 40 years, 
ten between 40 and 50 years, and seven over 50 
years of age. The ages of three are not given. The 
youngest was 6 years old and the oldest 69 years. 

There were 66 males and 3 females, the large 
number of males being accounted for by the fact 
that the majority of the patients were employed in 
the mines. Twenty-four were miners by occupation, 
23 laborers in the mines, and 11 employed in and 
about mines as motormen, drivers, nippers, runners, 
etc. There were 3 housewives, 1 business man, 1 
soldier, 1 mason, 1 farm-hand and 1 teamster. Two 
patients were school- boys. The occupation of 2 
others is not specified. 

Falling rock and coal were accountable for 26 
cases, crushing between cars, cars and props, cars 
and timbers for 33, and miscellaneous causes for 15. 
In 2 cases the cause was not specified. Among the 
cases due to miscellaneous causes the fracture was 
due in 1 instance to instrumental delivery during 
confinement, in 1 to the explosion of a soda tank, 
and in 2 to jumping astride a barn door which was 
covered with hay. 

Complications were numerous and often severe. 
In many instances, owing to the intensity of the 
fracturing force, the pelvis was crushed and there 
was extensive damage to the soft parts. Forty-six 
(662%% per cent) of the author’s cases were compli- 
cated, and 21 (30% per cent) of the 69 cases termi- 
nated fatally. The severity of the injuries is evident 
when it is noted than ro of the 21 deaths occurred 
within the first seven hours after the accident, 5 
between the first and the fourth days, and the re- 
maining 7 between the fourth and the sixteenth days. 
Five of these cases were operated upon, and death 
resulted subsequently from sepsis. A large number 
of the patients sustained severe injuries to other 
parts of the body. In 5 of the fatal cases there was 
a compound fracture of the rib and in several the 
lungs ‘were punctured. One patient had fractures 
of both femurs, 2 a fracture of one femur, 1 a frac- 
ture of the skull, and another a fracture of the spine. 
Fourteen of the 46.sustained fractures of other bones 
in addition to the fracture of the pelvis and in a num- 
ber of instances these were compound and accom- 
panied by great damage to the soft parts. 

There was only 1 case of undoubted rupture of 
the bowel. This patient had suffered extensive 


injury to the perineum and rupture of the bladder: 


and urethra. All the patients who died, as well as 
a number of those who recovered, had internal 


hemorrhage and symptoms of internal injuries. : 


Twelve (57.1 per cent) of the deaths were due to 
shock, or internal hemorrhage, or both. One patient 
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died from gas gangrene which developed in a badly 
lacerated and contused thigh and the lower abdo- 
men. The majority of the others succumbed to 
either exhaustion or sepsis. Disability was constant 
and complete in all the cases of intrapelvic injury, 
and shock was marked. 

The average time spent in a hospital was thirty- 
eight days. Fourteen of the patients remained in 
the hospital for from fifty to seventy-four days, 
13 for from forty to fifty days, and 10 for from 
thirty to forty days. 

The time necessary for a complete cure is directly 
proportionate to the extent of the injury and the 
displacement of the bones. Too often the patient 
is allowed out of bed and on his feet before bony 
union has occurred, with the result that the deform- 
ity is increased or he becomes a cripple for life. 

Rupture of the urethra and bladder and hemor- 
rhage are among the most frequent complications. 
In the author’s series rupture of the bladder 
occurred in 11 cases and rupture of the urethra 
in 13. In 3 other cases the patients had the 
symptoms of rupture of the bladder, but being prac- 
tically moribund on their admission to the hospital 
the exact condition could not be determined. 


Roentgen-ray examination usually clears up the’ 


case so far as damage to the bone structure is con- 
cerned, but gives little or no information regarding 
the complications. It is therefore imperative that a 
thorough clinical examination be made at once, even 
before the patient is sent for X-ray examination. 

If the patient has passed urine, or is able to do so, 
and the urine is clear, it may be concluded that the 
bladder and urethra have escaped injury. Blood in 
the urine usually signifies damage to the bladder or 
urethra, and possibly to the kidney. If the patient 
is unable to urinate, a catheter should be passed. 
Usually there is considerable trauma to the peri- 
neal tissue, causing discoloration and oedema, and 
not infrequently a hematoma. 

If the catheter passes into the bladder with little 
or no difficulty and clear urine is withdrawn, it is 
probable that the bladder and urethra are unin- 
jured. If the urethra is ruptured, the catheter 
usually meets with an obstruction at or near the 
membranous portion where it often curls upon itself 
with the escape of blood or blood and serum and 
perhaps a small quantity of urine intermingled. If 
the catheter can be passed into the bladder, and no 
urine, or only a small quantity of urine, urine and 
blood, or blood alone escapes, there is no ‘doubt that 
this organ is ruptured. 

Injuries to the bladder and urethra are most fre- 
quently caused by. spicules of bone, but may be due 


to the fracturing force. ‘The practice of waiting for: 


extravasation of urine in cases of rupture of the 
urethra is condemhed for the reason that extra- 
vasation is usually followed: by infection, suppura- 
tion, and necrosis. Extraperitoneal rupture is 
usually caused by fragments or — of the frac- 
tured bones, while intraperitoneal rupture is usually 


due to the fracturing force upon the organ when it is’ 
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distended or filled. In extraperitoneal rupture of 
the bladder the urine infiltrates through the soft 
parts in front of, behind, and below the bladder, 
coming toward the surface through the inguinal 
canal, the femoral opening, in the perineum, or the 
prevesical space, from where it may be drained by 
incisions through the skin. 

In suspected cases of rupture of the bladder an 
exploratory laparotomy should be performed as 
early after the injury as possible. The one great 
factor of these cases is thorough drainage, and the 
earlier it is established the better the chances for 
recovery. In extraperitoneal tears the wound is 
often inaccessible to suture. If thorough drainage 
is established and maintained, the bladder wounds 
usually heal. Intrapelvic tears of the bladder re- 
quire careful suturing with drainage of the abdomi- 
nal cavity as well as thorough drainage of the blad- 
der. 

In cases of rupture of the urethra, in which 
catheterization is impossible, an external urethrot- 
omy is indicated. If the proximal end of the torn 
urethra can be found, the ends should be brought 
together and sutured, and a good-sized catheter 
with two openings should be passed through the 
entire length of the canal. Usually, however, the 


proximal end of the urethral wound is difficult, and 
at times impossible, to locate. If after a diligent 
search the end cannot be found, retrograde cathe- 
terization should be performed. A mushroom cathe- 
ter should not be used as calculi or deposits may 
form and its removal may be difficult or impossible. 
In one of the author’s cases an operation was neces- 
sary to remove a mushroom catheter left in situ for 
a period of eight days. The internal administration 
of some acid will aid materially in acidifying the 
urine and preventing the formation of phosphatic 
deposits. 

It is remarkable what an important part nature 
plays in the restoration of the urethral canal if given 
proper aid. The danger of subsequent stricture in 
all cases of rupture of the urethra is great, however, 
and the systematic passing of sounds must be 
continued for from six to twelve months. Often 
the passage is irregular and tortuous and the intro- 
duction of a sound most difficult, but with pa- 
tience and perseverence, it can usually be accom- 
plished successfully. Many cases come to operation 
over and over again because of the patient’s failure 
to heed advice and continue treatment. 

The article is concluded with the brief citation of 
2 of the author’s cases. E. C. ROBITSHEK. 


SURGERY OF THE EXTREMITIES 


DISEASES OF BONES, JOINTS, MUSCLES, TEN- 
DONS. GENERAL CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Francini, M.: Wounds of the Large Joints (Le 
ferite delle grandi articolazioni). Chir. d. organi di 
movimento, 1919, iii, 341. 

Francini states he has seen several wounds of 
the joints with involvement of only the synovial 
membrane which were produced by rifle bullets 
striking the knee in the parapatellar tissues. The 
principal feature of these cases was extreme tender- 
ness with effusion into the joint cavity and loss 
of function. Effusion into a joint cavity may result 
from injury to contiguous structures not involving 
the joint such as that caused by foreign bodies in 
the adjacent ends of bone. 

Shell wounds of the joints are in general extensive 
and associated with injuries to bones, blood vessels, 
and nerves. The possibility of infection frequently 
of a virulent type is well recognized. Pieces of 
clothing are often found in the depths of the wound. 
The late complications, such as contractures, de- 
formities, and functional disability, demand serious 
consideration. Francini’s work concerned only 
patients wounded a short time before admission to 
his front-line hospital. Clinical examination was 
greatly facilitated by roentgenoscopic and roent- 
genographic observations which made possible the 
accurate localization of foreign bodies. 

The treatment of recent wounds, aseptic or only 
contaminated, differs from that of wounds with frank 


infection. In simple injuries of the synovial mem- 
brane without complications expectant treatment 
is advised. Aspiration may be done if the effusion 
is large. In cases of recent shrapnel wounds con- 
taminated with clothing and foreign bodies, excision 
of the bruised tissue, removal of the foreign particles, 
and cleansing of the joint are indicated. This is the 
so-called ‘“‘joint laparotomy.” The wound is 
closed without drainage. In the frankly infected 
cases ample drainage is necessary. In cases of 
severe injury, resection of the joint or amputation 
is indicated, the type of operation depending on 
the degree of injury. 

After these general considerations, Francini dis- 
cusses injuries of particular joints, giving the 
peculiarities in each and the necessary variations in 
the treatment. Lesions of the knee joint are de- 
scribed in especial detail. A summary of the treat- 
ment is as follows: 

1. In recent contaminated wounds due to shrap- 
nel or complicated by bone injury, a joint laparot- 
omy is indicated with removal of the foreign body. 
The wound is then closed without drainage. 

2. In recent rifle injuries of the through-and- 
through type expectant treatment with rigid 
immobilization is necessary. Large effusions may 
be aspirated. 

3. Inrecent extensive injuries, typical or atypical, 
resection must be done. If there is vessel injury 
amputation is indicated. 

4. Infected and suppurating wounds demand 
ample drainage secured by lateral incisions and 
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opening posteriorly in to the popliteal fossa. Fran- 
cini does not use the method of cutting the patellar 
ligament and laying back the patella. The foreign 
body should be extracted in all these operations. 

I. F. Voit. 


Martin, T. H.: The Treatment of the Tuberculous 
Cripple at the Hospital for Children, Leasowe. 
Brit. M. J., 1919, ii, 664. 

In the British Medical Journal for Oct. 11, 1919, 
Sir Robert Jones proposes a national scheme for the 
cure of crippled children. The basis of the plan is as 
follows: 

1. The division of England and Wales into a 
number of districts. 

2. The establishment in each district of: (1) open- 
air country orthopedic hospitals; and (2) a system of 
scattered out-patient clinics. 

3. The organization of efficient treatment. 

4. General co-ordination by a committee working 
under the Ministry of Health. 

In discussing the urgent need of such care and the 
loss in earning capacity due to the affliction, Sir 
Robert Jones outlines the financing of the problem 
and suggests the possibility of taking over the pen- 
sion hospitals for this purpose when the needs of the 
crippled soldier will have been met. 

Telford in the British Medical Juurnal for Oct. 25, 
1910, states that in his opinion the suggestion regard- 
ing the use of the pension hospitals is not entirely 
satisfactory as some of these buildings are situated 
in regions where the chief agents in the cure of tuber- 
culosis, sunlight and favorable climate, are lacking. 
He suggests the French plan of large hospitals where 
the best climatic conditions prevail. 

Martin, after referring to the articles mentioned, 
outlines the work for tuberculous cripples at the 
Hospital for Crippled Children at Leasowe. Cheshire. 
This hospital with 200 beds is situated on 14 acres of 
land exposed to the wind which sweeps the Irish Sea 
and is ideally placed to meet climatic requirements. 
Martin describes the structure of the institution 
and lays stress upon the improvement due to helio- 
therapy as an integral part of the open-air treat- 
ment. Eighty per cent of cases are discharged with 
the disease arrested. The statistics for 1918 are 
given as follows: 


Discharged, disease having been arrested: 


Tuberculous spine, average stay, 617 days... 19 
45 hip, e fee Sf oga ee 

i knee, aa Sore, 
osteitis, aa wei 

7 glands, “ aa heer 

> peritonitis,“ “ 162 “ ... 25 

122 

Discharged as improved...............+++5 9 


Discharged as incurable................++- 
Discharged with infectious disease 

quently re-admitted)................000. 10 
Died 
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The author believes it advisable that a concentra- 
tion of national effort be made and that larger hospi- 
tals be built in areas where it has been proved that 
cases of tuberculosis progress favorably. 

H. W. MEYERDING. 


Polettini, B.: Bone Cysts (Sulle cisti ossee). Policlin., 
Roma, 1919, xxvi, sez. chir., 204, 217. 


Cystic formations in bone tissues are of various 
types: 

1. Cysts due to parasites, most frequently the 
echinococcus. 

2. Congenital cysts (dermoid, mandibular, etc.). 

3. Cysts due to the softening of solid tumors 
(chondromata, fibromata, etc.). 

4. Cysts due to inflammatory processes causing 
liquefaction of the osseous and medullary tissues 
such as occurs in granuloma and osteomyelitis. 

5. Cysts of as yet unknown etiology and patho- 
genesis. These are as a rule single cysts with well- 
defined walls and without either epithelial or endo- 
thelial covering. They may contain serous, mucous, 
or serohezmatic substance or may be empty. 

The disagreement among authors is evident from 
the various compilations of cases taken from the 
literature. The difficulty of ascribing a clear 
etiology to these formations is due to the following 
factors: 

1. The relative benignity of the process, which 
rarely comes to the operating table. 

2. The fact that in only a few of the cases sur- 
gically treated was the operation sufficiently exten- 
sive to allow a complete study of the cyst walls and 
the neighboring tissues. 

3. The lack of a complete histological examina- 
tion. 

The author reviews the various theories regarding 
the pathogenesis of the condition, i.e., Virchow’s 
neoplastic theory, Recklinghausen’s fibrous osteitis, 
Beneke’s traumatic theory, Mickulicz’ osteodys- 
trophia, and others. 

The author gives very detailed clinical histories 
of 3 cases in patients 9, 8, and 25 years of age, 
respectively. Between the first and second were 
certain clinical and histological resemblances, but 
between the first and third was complete diversity. 
In the first two cases the disease was in the tro- 
chanteric region of the femur. In the second case 
the lower third of the femur had been fractured 
two years before. In both, the cystic production was 
unique and atrophy and partial destruction of the 
osseous trabecula were found with hyperemia and 
substitution of connective tissue for the medullary 
substance. 

In seeking the cause the author excludes a neo- 
plastic genesis as well as trauma. While the histo- 
logical findings might give some suggestion of 
osteitis, the amount of medullary fibrosis observed 
in the 3 cases reported was very far from presenting 
the character of fibrous osteitis. 

In the first 2 cases the anatomical and histo- 
logical findings together clearly indicated to the 
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author that the cystic formation was the result of 
destruction of the bone substance by a disintegration 
and partial atrophy of the bone trabeculz, and that 
the fibrous walls limiting it were the product of 
the surrounding tissue. 

In the author’s third case the histological exami- 
nation showed osteosarcoma, which put the ques- 
tion of the cause of the condition beyond doubt. 

The blastomatous nature of the third case is 
obvious, but it is difficult to diagnose the nature 
of the process in the first and second since the altera- 
tions in the circumscribing bony tissues showed 
only those which are common to many processes 
of absorption, a fact which may explain why such 
cases have been variously interpreted as osteodys- 
trophia, fibrous osteitis, etc. 

From the study of his own cases and of the litera- 
ture the author draws the conclusion that while 
bone cysts in any part of the body may be absolutely 
identical histologically, they may differ greatly 
among themselves. This indicates that there is 
possibly a difference in their etiology and patho- 
genesis. W. A. BRENNAN. 


Jeanne, and Mouchet, A.: A Clinical and Thera- 
peutic Study of Traumatic Lesions of the 
Wrist (Etude clinique et thérapeutique des lesions 
traumatiques du carpe). Bull. méd., Par., 1919, 
XXXiii, 603. 

The three most frequent injuries of the region of 
the wrist are: (1) fracture of the lower extremity of 
the radius; (2) fracture of the scaphoid; and (3) sub- 
total retrolunar luxation with or without enucleation 
of the lunar and with or without fracture of the 
scaphoid. 

When the wrist is swollen and there is de- 
formity of the dorsum it is a case of fracture of the 
radius or retrolunar luxation. If the latter, the 
elevation of the dorsum is low and there is an 
anteroposterior thickening of the wrist itself and 
immobility with lack of power in the fingers. 

If the swelling is localized in the wrist, es- 
pecially on the outside, the case is a fracture of the 
scaphoid or a sprain. If the scaphoid is fractured 
that region projects. but the normal relation of the 
radial and ulnar styloid apophyses is preserved. 

If the wrist is sprained there is pain on motion on 
the radial or anterior surface of the proximal carpal 
row (scapholunar diastasis). 

Isolated fractures or luxations of the carpal bones 
other than the scaphoid may be suspected from 
functional trouble in the wrist or localized pain or 
swelling. 

It is most important not to mistake retrolunar 
luxation as the functional prognosis in such cases is 
very poor unless treatment is given. 

At the present time the clinical diagnosis of 
carpal lesions is difficult for the majority of prac- 
titioners as the examination is very painful and 
surgical teaching has to a great extent neglected 
this small complex region. ‘With patience and care, 
however, a clinical diagnosis of the principal 


traumatic lesions is possible, if not at the time of 
the accident at least after the disappearance of the 
initial swelling. 

The complexity of these traumatic lesions and 
the difficulty of their examination necessitate the 
use of the X-ray, but while roentgenography is an 
indispensable aid it is also susceptible of false 
intrepretation. The projection of the shadow of 
the tubercle of the scaphoid may be taken for a 
fracture of this bone, and the normal overriding of 
shadows in the vicinity of the os magnum taken for 
a fracture of the os magnum. There is scarcely a 
region of the body which calls for more care in the 
interpretation of the X-ray picture than the wrist. 
Therefore the injured wrist should always be com- 
pared with the normal wrist X-rayed in the same 
position. W. A. BRENNAN. 


FRACTURES AND DISLOCATIONS 


Wilcox, A. E.: The Open and Closed Treatment of 
Fractures; New Methods and New Apparatus 
Used. Minnesota Med., 1919, ii, 413. 


In the author’s opinion a simple fracture should 
not be treated by the open method until repeated 
and untiring efforts to reduce it, checked and re- 
checked by the X-ray or fluoroscope, have failed. 

Assuming that the closed method is suitable for 
a certain case, the surgeon’s responsibility does not 
cease after reduction has been accomplished and the 
fragments are held in place by splints for muscular 
contraction, decubitus, and the patient’s movements 
must be contended with. To meet these difficulties 
Wilcox has devised various splints the efficiency of 
which depends upon extension, adjustability, the 
patient’s comfort, the ease with which they may 
be applied, the degree to which they facilitate the 
nursing of the patient, etc. 

For certain fractures of the extremities Wilcox 
has devised apparatus in the form of fracture beds 
and splints which have proved to be of considerable 
value. For fractures involving the elbow he uses 
his cornucopia cast. 

Lane plates should be employed in only rare in- 
stances, and then only for temporary fixation. The 
bone graft and Parham band are extremely useful. 
The latter, the author believes, has not met with 
the favor it deserves. Its main advantages are that 
it does not injure the bone, it is rarely, if ever, neces- 
sary to remove it, and with the Wilcox carrier it is 
easily applied. It is recommended very highly to 
take the place of gut, kangaroo tendon, and bone 
pegs for holding a sliding graft in place. 

The article contains 30 illustrations. 

Pour LEWIN. 


Metcalf,.C. R.: .Fracture of the Femur; The Appli- 
cation of War Lessons to Civil Practice. Ann. 
Surg., 1919, Ixx, 603. 

The Thomas splint, properly applied, gives a good 
functional and anatomical result in nearly every case 
of fracture of the femur as it provides adequate sup- 
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port, fixation, extension, and counter-extension. 
According to the author, Buck’s extension apparatus 
will become obsolete as soon as the principles under- 
lying the use of the Thomas splint are generally 
understood. 

In intracapsular fractures of the femur the deform- 
ity is upward dislocation of the bone and in neglected 
lesions there is, in addition, persistent adduction of 
the thigh. To counteract this, a Thomas splint 
should be applied with traction, the thigh being 
abducted to 35 degrees and flexed to 30 degrees. 
After overriding has been corrected the leg should 
be immobilized with a plaster spica. This is anal- 
ogous to Whitman’s treatment for impacted fracture 
of the hip. 

In a fracture of the upper third of the femur above 
the small trochanter the upper fragment is abducted, 
but not flexed, while the lower fragment is drawn 
upward, inward, and slightly forward. To counter- 
act this, straight traction in abduction is necessary. 

In a fracture just below the trochanter the upper 
fragment is abducted and flexed by the combined 
action of the glutei and the iliopsoas muscles. It is 
also rotated outward as the external rotator group 
more than counteract the anterior portions of the 
gluteus medius and minimus, the tensor fascie 
femoris, and iliofemoral ligament. The lower frag- 
ment is drawn upward and inward by the extensors, 
adductors, and flexors of the thigh. To overcome 
this, traction should be made with the thigh in flex- 
ion to 30 degrees and abducted until the lower frag- 
ment has been brought in alignment with the upper. 
The knee should be flexed to 25 degrees and the low- 
er fragment supported posteriorly to prevent sub- 
luxation. In oblique fractures running downward 
and inward below the small trochanter, the upper 
fragment is flexed but adducted by the pull of the 
adductor muscles inserted near the small trochanter. 
Traction with the thigh flexed and adducted will 
bring the lower fragment into alignment with the 
upper. 

In fractures of the middle third of the femur the 
deformity is due to the fact that the lower fragment 
is tilted slightly backward by the gastrocnemius. 
To overcome this, traction with correct subluxation 
by posterior support is needed and may be obtained 
with the Thomas splint with “‘screw pads” on either 
side of the thigh. 

In fractures of the lower third the lower fragment 
is tilted backward, slightly adducted, and slightly 
rotated outward by the gastrocnemius and adductor 
magnus. To correct the deformity traction with the 
knee flexed between 30 and go degrees is necessary. 
A large support should be made with a firm pad 
pressing on the posterior surface of the thigh in the 
area of the lower fragment. 

In using a Thomas splint it is necessary to pro- 
vide a vertical pull on the ring at the tuber ischii 
and to have a means of elevating the distal end of 
the splint such as the original Balkan frame or some 
modification of it such as that introduced by Blake. 
The knee should be left uncovered and the joint 
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should be massaged from the beginning of treat- 
ment. The splint must be examined daily and 
adjustments made as often as necessary. Of the 
methods of traction employed, the use of the non- 
penetrating caliper devised by Pearson gives the 
best results with the least trauma, although in most 
instances the Savenay adhesive method without any 
bony extension is very successful. GATEWoop. 


Campbell, W. C.: Fractures of the Neck of the 
Femur. Ann. Surg., 1919, xx, 600. 


The author offers a comparative study of 116 
cases of fracture of the neck of the femur. Seventy 
of these were treated by him personally. Most of 
the patients were past 60 years of age. Five died of 
uremia, pneumonia, or anesthesia. There were 29 
fractures of the neck proper or so-called “central 
fractures.”” In these cases treatment by the Whit- 
man method gave good functional results in 24 
instances and failed in 4. In 1 case the result is 
unknown. Forty-four ununited fractures were 
observed, all of which were of the central type. Of 
these old fractures, 24 were operated upon, 7 by 
the wire-nail method, 15 by the tibial graft method, 
and 2 by merely freshening the surfaces. The bone- 
graft method gave the best results, 11 of the 15 
operations being successful. Grafts were not used 
when marked atrophy of the head was apparent. 

The author believes that the mortality is less 
in cases treated by proper management in a plaster 
cast than in those treated by any other method. He 
applies a cast from the nipple line to the toes. The 
patient’s position is changed every two hours for the 
first week and thereafter every three hours. Very 
old or very feeble patients are placed in a special 
chair and encouraged to eat their meals in this 
position. Walking on crutches is allowed at the 
end of three months, but weight-bearing is not 
permitted for at least six months. 

The Whitman method as employed in the author’s 
cases consists of forcible abduction to the limit and 
extension and moderate internal rotation. In 3 of 
Campbell’s cases, however, it was slightly modified 
in order to make it possible for the patient early to 
assume a sitting posture. GATEWoop. 


Criado Aguilar, F.: The Treatment of Fractures 
of the Femur (Tratamiento de las fracturas del 
femur). Arch. de ginec., obst. y pediat., 1919, Xxxil, 
221. 


While in the treatment of fractures of the femur 
it is necessary to keep up continuous extension with- 
out variation, it is not always possible to do this 
satisfactorily with the methods commonly used, 
especially in the cases of children. 

Criado claims that he obtained the desired result 
with a plaster bandage which he used on a child 7 
years of age who had an oblique fracture of the 
middle of the shaft of the femur. He describes this 
bandage and the method of applying it as follows: 

The child is laid in the supine position on a table 
covered with a mattress. The bandage is then 
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applied first to the pelvis over a 1 cm. layer of cotton 
and over a gauze compress on the perineum be- 
tween the anus and the scrotum held in place by 
folds of the gauze sewed from above downward at 
different points. It is applied in such a manner that 
it encircles the pelvis completely, including the 
perineum and the anus, but does not cover the 
external genitals. It extends from a few centimeters 
above the iliac crest to the upper part of the thigh 
but must not encroach upon the point of fracture, 
The affected limb is then placed in a comfortable 
position and the leg and foot, with the exception of 
the toes, are covered with cotton and wrapped in 
the plaster bandage to just below the knee. 

If an anesthetic is necessary it should be given at 
this point after the bandage has been applied. The 
fracture is then reduced. While the surgeon adjusts 
the fragments one assistant makes extension by 
pulling on the bandage of the leg and another makes 
counter-tension by holding the bandage of the pelvis. 
When the normal length has been obtained and the 
limb has been placed in good position, a horizontal 
line corresponding roughly to the level of the 
anterior superior iliac spine is drawn with ink on the 
pelvic bandage and another in the middle of the 
upper surface of the leg bandage. The distance 
between the two lines is measured with a ruler or a 
strip of thick paper which someone is assigned to 
hold 3 or 4 in. away to see that the distance between 
the lines does not vary while the plaster bandage 
is being applied to the thigh and the knee. This 
portion of the bandage is attached to the pelvic and 
leg portions with plaster. When the bandage has 
hardened a small opening is cut over the anus. 
Another opening is cut over the heel to prevent 
pain from the weight of the foot. 

The author maintains that by the extension and 
counter-extension produced by its rigidity this 
mechanism will maintain the position and normal 
length of the limb constantly and uniformly. No 
harm results if the patient moves, and after the first 
few days walking on crutches may be permitted 
unless there are definite contra-indications. 

M. M. Matruies. 


» (SURGERY OF THE BONES, JOINTS, ETC. 


Vignard, P.: An Early Treatment of Acute Osteo- 
myelitis (Un traitement précoce de l’ostéomyelite 
aigué). Presse méd., Par., 1919, xxvii, 501. 


When the exact localization of osteomyelitis is 
not definitely known, when there is no clear abscess, 
and when the oedematous infiltration covers a much 
larger zone than is really involved, it is difficult to 
determine the course of treatment. When the 
condition involves the region of the joint it is very 
hard to avoid the diagnosis of suppurative arthritis, 
and opening a joint in the neighborhood of suppura- 
tion is particularly dangerous. The same is true 
even when acute osteomyelitis near the epiphyses 


causes: a reaction in. the joint. Complete retro- 


gression may follow a4 simple puncture. 


In fifteen years of surgical experience the author 
has had several deaths in such cases owing to the 
lack of definite knowledge regarding the process. 
He finally hit upon the expedient of trying a fixation 
abscess. The results were very favorable. He has 
used this method also in cases of osteomyelitis in 
which the abscess has already clearly collected. 
The fixation abscess is obtained by injecting 2 or 3 
c.c. of turpentine, the injection being repeated if 
there are no signs of inflammation after twenty-four 
hours. W. A. BRENNAN. 


Platt, H.: The Treatment of Flail Joints. J. 
Orthop. Surg., 1919, i, 667. ‘ 

Platt discusses the treatment of flail shoulder 
and elbow joints dependent upon an actual loss of 
bone, and states that in his opinion a fair degree of 
stability or a sound ankylosis have often been pre- 
vented because the importance of correct postural 
fixation of the limb in the intermediate stages has 
not been realized. 

The author’s cases of flail shoulder usually 
showed section of the humerus below the tuberosi- 
ties and direct involvement of the deltoid muscle, 
but the acromion, the coracoid, and the glenoid fossa 
were intact. 

Treatment includes first a course of preliminary 
physiotherapeutic training of the deltoid and scapu- 
lar muscles with the arm maintained on an abduc- 
tion splint. Operation is done in two stages. The 
first stage consists of the excision of the whole block 
of scar tissue and possibly reconstruction of the 
deltoid insertion. The second stage is designed to 
produce fixation, either by a classical arthrodesis or 
the reconstruction of the humeral head. The author 
decidedly prefers the latter. He removes a mallet- 
shaped graft from the tibia, drives the handle of the 
graft into the medullary cavity, and brings the wide 
upper end into contact with the glenoid cavity. By 
this method good functional results have been 
obtained. 

The cases of flail elbow joints showed the humerus 
sectioned above the condyles, the olecranon missing, 
but the radial head often intact. In these cases also 
preliminary physiotherapeutic treatment is neces- 
sary with the elbow in acute flexion and the bones 
approximated. True bone ankylosis is very difficult 
toobtain. ‘The author prefers to bind the bone ends 
together by the insertion of one or two long stout 
slings from the fascia lata drawn through holes 
drilled in the three bones. The limb is slung up in 
45 degrees of flexion, and a course of after-training 
of the same character as the preliminary treatment 
is carried out. R. G. Packarp. 


Orr, H. W.: The Surgical Treatment of Infections 
of the Knee Joint. Surg., Gynec. & Obst., 191095 
XXix; 492. 

This article deals with acute infections of the knee 
joint. These may be divided into the following four 
principal forms: : 
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1. Acute infection with the formation of pus, 
but with no opening into the joint. 

2. A compound injury to the joint, but with no 
damage to the bone. 

3. A compound fracture of the femur or tibia 
involving the joint. 

4. Late conditions of either Form 2 or Form 3 
with general sepsis. 

Each of these forms requires a different method of 
treatment. 

Cases of acute infection with the formation of 
pus require adequate drainage, usually lateral inci- 
sions, and the Willems method of treatment by active 
movements. The Willems method may be used 
also in certain cases belonging to Group 2 but only 
for acute infections with the formation of pus which 
are seen early, in which there is no damage to the 
bones, and in which the damage to the articular 
surfaces is slight. 

One of the most difficult groups of cases for the 
surgeon are those belonging to Group 4. In general 
it may be said that in compound injuries to the knee 
joint with damage to the upper end of the tibia or 
the lower end of the femur or both, in which serious 
infection occurs at the time, it might be better, as a 
rule, to amputate at once. The extremity which 
can be saved is in the large majority of cases not a 
useful one and the risk to life is very great. 

In the-cases in which an effort has been made to 
preserve such an extremity and in which general 
sepsis recurs with accumulation of pus in the knee 
joint and pockets up and down the leg and thigh, 
amputation is not always the first thing to be con- 
sidered. Life may be saved_by preliminary adequate 
drainage. 

One method of draining is the method described 
by Abbott. According to this procedure a 4-in. in- 
cision is made along the inner and posterior border 
at the upper end of the tibia and thence into the 
space under the insertion of the poplitzus into the 
knee joint. Another method consists of reflecting 
the patella. If the patient is carried through his 
most acute septic period by drainage, amputation, if 
necessary, may be done later. In all of these cases 
adequate postoperative splinting is essential. 

E. H. Poon. 


Campbell, W. C.: Fibula Transference for Tibial 
Defect. J. Orthop. Surg., 1919, xvii, 625. 

The author reports three cases of gap defect in 
the tibia in which to bridge the gap he used the upper 
end of the fibula in addition to a free bone graft. 
The upper end of the fibula having been dis- 
articulated from the tibia, its head was denuded of 
cartilage and placed in a cavity made for it in the 
proximal fragment of the tibia. A free graft from the 
opposite tibia was then inserted, usually a little later 
as a second stage of the operation. 

Greater stability and more lengthening is obtained 
by utilizing the fibula than is possible when only a 
free bone graft is used. The fibula also furnishes 
additional blood supply to the tibial fragments, thus 
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hastening union. so that in eight weeks the leg is 
stable and no false motion is possible. 

In 1905, Huntington, and in 1907, Stone used the 
fibula to repair defects in the tibia of the same side, 
but without the additional free bone graft. The 
author’s method makes success more certain and 
precludes the luxation of the fibular head and con- 
sequent varus tendency of the leg which is common 
in these cases. 

The necessity for a two-stage operation is empha- 
sized. W. A. CLARK. 


ORTHOPEDICS IN GENERAL 


Frauenthal, H. W., and Ralston, F. V.: Painful 
Feet. Med. Times, 1919, xlvii, 280. 

Painful foot is due to three types of causes: 
static, infectious, and circulatory. When due to 
static conditions, whether the foot is flaccid or 
rigid, it is not always the result of relaxation of the 
muscles which. lets down the longitudinal arch, but 
very often caused by a breaking down of the 
anterior arch which may lead to an anterior metatar- 
salgia. In such cases weakness of the feet may be 
traced back to childhood and a lack of tone or some 
debilitating disease such as scarlet fever. In adults 
the etiology may be the occupation. In these cases 
the anterior and posterior tibial muscles are relaxed 
and weakened, the transverse arch is falling, and 
there is pain at the metatarsophalangeal articula- 
tions, particularly of the third and fourth toes, with 
impingement on the nerve causing Morton’s 
neuralgia. Often there is pain also at the internal 
lateral ligament of the knee, and sometimes at the 
hip joint. The main etiological factor is the type of 
shoe used, which usually has a narrow vamp, an 
exaggerated point, and a high heel. 

The treatment of these static conditions includes 
foot exercises similar to those on the Zander foot 
apparatus and the wearing of a proper shoe with a 
straight inner line, broad toes, and a heel with a 
broad base. A metal support or plate is inadvisable, 
but if necessary some felt padding may be employed, 
the shoe tilted, and electricity and massage used. 

In a hospital for deformities and joint diseases, 
more than 50 per cent of the cases of painful feet 
were due to an infection which resulted in weakness 
of the muscular and ligamentous structures or 
chronic involvement of the soft tissues and perioste- 
um. The authors report 8 cases of focal infection in 
which pyorrhoea, tonsillitis, hamorrhoidectomy, 
non-gonorrhceal leucorrhoea, gonorrhoea,tuberculosis, 
and-syphilis were the primary causes. 

Under circulatory conditions responsible for 


painful foot emphasis is placed upon obliterating 


endarteritis which is most frequent .in Russians 
Poles, and Galicians, and causes subjective symptoms 
of intense pain in the toes, feet, and legs which is 
augmented by walking or the pressure of the shoes; 
‘The objective symptoms include an abnormal gait; 
congestion and cyanosis of the feet, diminution of 
thermal sensitiveness, a clammy skin, and absence 
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of pulsation or enfeebled pulsation in the dorsalis 
pedis and posterior tibial arteries. Later there is 
atrophy with darkening of the skin resembling 
gangrene. No cause is known. In discussing the 
treatment the author states that amputation 


should not be done before a thorough trial has been 
made for a prolonged period of time with white 
light, nitroglycerine, and tincture of echinacea as in 
many cases patients have responded to tiese 
measures. R. G. Packarp. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Plaggemeyer, H. W.: Shell Fractures of the Spine; 
With Observations on the Kidney and Bladder 
Function. J. Am. M. Ass., 1919, xxiii, 1599. 


Plaggemeyer reports 17 cases of shell fracture of 
the spine observed at the Walter Reed General 
Hospital with particular attention to the kidney 
and bladder function. Every patient observed had 
been catheterized abroad, all were infected, and 
many demanded catheterization. 

In all cases there was a history of complete reten- 
tion following the injury. The onset of incontinence 
varied from twenty-four hours in 5 cases to six 
months in 1 case. In the latter instance, however, 
the patient had an inlying catheter when admitted, 
and 4 others, whose histories were given as three, 
four, five, and six weeks respectively, had apparently 
been catheterized as a routine measure. 

The site of the lesion varied from the sixth cervi- 
cal to the cauda equina, the lumbar cord being the 
favored site in 9 cases, the dorsal in 5, the cervical 
in 2, and the sacral in 1. 

Rectal involvement was general and ran a course 
symptomatically parallel to that of the bladder. 
Sexual desire and ability were absent in all. 

In 11 cases after consultation cystoscopy was per- 
formed with no untoward results, every care being 
taken to preclude further infection. The picture 
was practically unvarying, and the findings might 
be summed up in a composite group: 

1. Normal or hypertonic contraction of the 
external sphincter. 

2. Complete relaxation of the posterior urethra, 
the floor definitely falling away from the roof. The 
verumontanum was plainly seen, in most cases 
appearing to lie in the floor of the bladder. The 
internal sphincter was almost wholly obliterated as 
such, though its site was marked by a slight con- 
vexity in its anteroposterior aspect. 

3. The trigon in 6 cases was definitely atrophic 
in appearance, 1 case presenting a right lateral con- 
gestion sharply demarcated in the midline. Four 
cases gave a picture of raised trigon, the elevation 
being especially marked at the interureteral ridge 
and being more apparent than real owing to the 
bas fond lying posterior to it. 

4. Generally the ureteral orifices were within 
range of the normal as to position, excursion, and 
mobility. 

5. Trabeculations were found in every case, 
gigantic in size, as a rule transverse and coarse on 
the floor, rather evenly distributed on the lateral 
walls, and having their greatest complexity on all 
the surfaces surrounding the vertex. 


6. There was no case of diverticulitis and no case 
of trophic ulceration of the bladder. 

7. Nearly all the bladders had a general vaso- 
motor disturbance which was particularly marked on 
the floor and characterized chiefly by irregular, ill- 
defined areas of venous congestion. 

8. The level of the lesion apparently had nothing 
to do with either the functional activity of the 
bladder or the excreting power of the kidney. The 
most marked evidence of neurotrophic bladder dis- 
turbance was found in a case in which the lesion 
involved the seventh cervical and the first three 
dorsals only. 

9. Hyperhidrosis on forcible distention of the 
bladder was not discovered in any case, though in 
every instance except one there was a previous 
history of zonal hyperhidrosis confined within the 
segmental limits of the thoracicolumbar outflow 
and always below the segment involved. 

10. Every patient had residual urine in varying 
amounts, though there were intervals when some of 
them gave every evidence of true incontinence. The 
residual urine obtained varied from o to 810 c.c., 
the mean average being 180 c.c. 

The picture of residual urine being present even 
in cases in which at times there seemed to be true 
incontinence during which the bladder automatic- 
ally emptied itself, the possibility of back pressure 
was considered. Retention was studied by the 
estimation of the urea nitrogen, the non-protein 
nitrogen, and the creatinin and uric acid in the 
blood, while excretion was determined by means of 
plenolsulphonephthalein and the determination 
of the urea nitrogen, sodium choride, uric acid, and 
creatinin in milligrams per pound of body weight 
in carefully collected twenty-four-hour specimens of 
the urine. 

As a result of this investigation it was found that 
a high urea nitrogen, high non-protein nitrogen, and 
persistent normal creatinin content in the blood 
was balanced by a comparatively low renal concen- 
trating power for urea, a low output of creatinin in 
twenty-four hours, and a low uric acid output. Col- 
laterally the colorimetric curve rose as a whole 
where the retention curve fell. 

It was at first assumed that the retention phenom- 
ena observed were caused by back pressure lead- 
ing to hydronephrosis. Necropsy in the case of a 
patient for whom values of 103 mg. of urea nitrogen 
and 68 mg. of non-protein nitrogen were found 
before death, however, showed no evidence of hydro- 
ureters or hydronephrosis. In this case the phenol- 
sulphonephthalein test was fairly high, 20 and 45 
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per cent, but the first hour was less than half the 
second, and the time of appearance was twenty-one 
minutes (gluteal). The average residual urine was 
135 c.c., the bladder being relaxed, and a bullet 
being lodged in the spine near the ninth, tenth, and 
eleventh thoracic vertebre which would certainly 
be expected to involve the ureters. 

It is the author’s belief that if hydronephrosis 
supervenes, it must be at a much later stage than in 
the cases he observed. He ascribes the retention to 
several other factors in addition to a possible hydro- 
nephrosis. When the cases were first seen the blood- 
urea nitrogen was inordinately high, first, because 
of the tremendous tissue waste resulting from neuro- 
tropism, as evidenced in the body weight and general 
appearance of emaciation, and second, because in 
the attempt to avoid too frequent catheterization, 
these patients, while abroad and in transit, were not 
permitted free access to water until they were almost 
completely dehydrated. Consequently, with a low 
fluid content in the blood stream, the solid content 
rose proportionately. Added to this was the neuro- 
trophic hyperhidrosis which occurs in all such cases 
and further increases the concentration. Still fur- 
ther augmenting it was the steady addition of tissue 
nitrogen, the whole being offset by a recalcitrance 
on the part of the kidneys to concentrate adequately 
for excretion owing to infection or inhibition of 
neuropathic origin. 


SURGERY OF THE 


Jones, F. W.: Voluntary Muscular Movements in 
Cases of Nerve Injuries. Lancet, 1919, cxcvii, 
907. 


Much has been learned from the vast amount of 
material made available by the war of those two 
great factors of life, sensation and movement. Many 
of our opinions have been changed hastily, while 
others have been changed as a result of the gradual 
accumulation and observation of unassailable 
clinical facts. It should therefore be possible to 
review critically the data presented and the changes 
of thought that occurred during the war period. 

There has been more progress in our knowledge 
and understanding of the physiological basis of 
sensation than of the principles of muscular move- 
ment. The neurologist is trained to think in terms of 
the central nervous system, while the orthopedic 
surgeon naturally thinks in terms of peripheral 
motor nerves. 

The quality of sensation lodged within the gray 
matter of the postcentral gyrus consists in a dis- 
criminative appreciation of the spatial relations 
of a part. Within the so-called motor area of the 
precentral gyrus is lodged a voluntary power to 
initiate an alteration in the position of a part, the 
spatial relation of which is appreciated in the post- 
Rolandic area. This power of altering the spatial 
relation of parts is conferred by the agency of the 
contractile muscles, and since these muscles react in 
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It is true that with free access to water, daily mas- 
sage, general attention to peripheral stimulation and 
the re-establishment of normal skin function and 
particular attention to stimulation of peripheral 
areas segmentally involving the inferior mesenteric 
and hypogastric plexus, the picture changed mark- 
edly. The urea nitrogen and the non-protein nitro- 
gen decreased month by month and the kidney 
excretory and concentrating capacity increased 
absolutely if not relatively for any given point of 
the curve. ; 

As to the early care of these cases Plaggemeyer 
suggests that if possible there should be entire 
abstention from catheterization for catheterization 
means sure infection and the replacement fibrosis 
following renal infection is more lasting and more 
dangerous than a hydronephrosis, even granting 
that in such cases there is a permanent hydrone- 
phrosis. If intervention is necessary there is no 
contra-indicatidn to the use of the aspirating needle 
until incontinence is established. 

Strange to say, these bladders do not rupture, and 
as they are insensate, no discomfort is experienced. 
The extent of their dilatation can be readily deter- 
mined, and if by judicious use of extravesical stimuli 
the onset of incontinence can be established early 
without the use of the catheter, the patient is further 
protected from the otherwise inevitable infection. 

G. W. Hocuren. 


NERVOUS SYSTEM 


response to the volition of spatial alteration, we are 
accustomed to misname them “voluntary muscles.” 

Muscles are voluntary only to the extent to which 
their voluntary action is appreciated by the cortex. 
The various ways in which muscle groups react to 
carry out a volition or spatial alteration of a part are 
well known and form no part of the advances made 
during the war. 

Most muscles may act in four capacities: (1) as 
prime movers, (2) as antagonists, (3) as synergics, 
and (4) as fixation muscles. Probably in teaching, too 
much prominence has been given to the prime 
moving action of muscles and too little to their work 
in the other three capacities. In emergency war 
surgery little regard cowkdebe paid to muscle in- 
tegrity, but such should not be the case in our home 
operating room. By damage to, or destruction of, 
a muscle, not only is a prime mover destroyed but an 
antagonist, synergic, or fixation muscle is lost to 
some other muscle group. Under the most favorable 
circumstances, damaged muscle tissue has only a 
minimum reparative power, yet it is often ruthlessly 
destroyed by the surgeon. Of all the muscular 
activities, only that of prime mover fulfils the 
conception of a voluntary muscle performing the 
task set by the will. Of their other actions we are not 
conscious nor can we call forth or alter their activities. 

In tendon transplantations, flexors may become 
extensors by volition, acting as prime movers, but 
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this‘action is not accompanied, as is normally the 
dase, by the antagonistic action of the untransplanted 
flexors. Thus, the muscle of a transplanted tendon 
acts‘in a normal way as a prime mover, but does 
not perform the other normal muscle activities. For 
example, when the flexors of the wrist are trans- 
planted so as to become extensors, the normal 
synergic: action of hyperextending the wrist on 
strong flexion of the fingers does not occur; on the 
contrary, with strong flexion of the fingers the wrist 
also becomes flexed, thus depriving the flexors of 
some of their power. Accordingly, one may say 
that these cases always look a little better than 
they really are when considered as functional re- 
sults, for the grip with a flexed wrist is never very 
strong. 

In the examination of nerve injuries during the 
war the clinician was often led. astray by a false 
conception of muscle action and sensory loss as 
text-book teaching has been that muscles act only as 
prime movers and that the sensory loss would 
correspond ‘to the anatomical distribution of the 
nerve. In these cases, instead of an entire loss of 
function, as would be expected from a text-book 
description, it is found that the loss of power is made 
good by other muscles acting as agents of cortical 
‘volition in performing actions not normal to them. 
For this reason the loss of motion appears to be 
astonishingly small when the function of the muscles 
supplied by the injured nerve are considered as prime 
movers. The failure to appreciate the principle of 
voluntary movement has frequently led to very 
false estimates of recovery after some form of treat- 
ment has been carried out. 

Many instances of anomalous nerve supply have 
‘been reported because motions were possible that 
from orthodox teaching were considered to be 
‘inconsistent with the findings at operation. These 
reports should be looked upon critically and when 
thoroughly investigated it will probably be found 
that the number of cases in which anomalous nerve 
supply accounts for an unexpected motion will be 
reduced to a minimum. Possibly these so-called 


‘anomalies can be explained by the influence of the 


cortex in producing voluntary movements. In 
such cases the movement ordinarily produced by the 
action of one muscle is brought about by the volun- 
tary action of another muscle or muscles. In muscle 


‘re-education there is danger that the patient will 


learn to employ normal muscles to perform the 
function of those paralyzed, thus executing trick 
movements. The surgeon must be on the alert, 
therefore, not to be deceived in gauging the progress 
or the indications for operative interference in these 
cases. W. O. Ort. 


Elsberg, C. A.: The Technique of Nerve Suture and 
NerveGrafting. J. Am. M. Ass., 1919, |xxiii, 1422. 


For suturing nerves Elsberg uses fine Carrel 
needles with very fine silk and effects the union with 
perineurial and epineurial stitches. After the nerve 
ends ‘have been brought into their proper relation 


by the attachment of mosquito clamps to the sides 
of the nerves so that the arrangement of the funic- 
uli in both ends is made visible, one, two, or three 
fine perineurial stitches are passed, the number 
depending on the arrangement and number of the 
funiculi. It will usually be found that the epineu- 
rium has retracted, and if the needle and suture mate- 
rial are sufficiently fine no special difficulty will be 
encountered in passing the stitches through the 
perineurial tissue between the funiculi. 

The author has found it best to hold the needles 
with fine mosquito forceps rather than with the 
fingers, and to grasp the needle with the forceps 
about 0.5 cm. from its point. When the nerve con- 
sists of a number of small funiculi, two or three of 
these perineurial stitches are necessary, but when 
it is made up of from two to four large funiculi two 
stitches are usually sufficient If the sutures are 
well placed with due regard to the nerve pattern, 
a fairly accurate apposition of the ends of the funic- 
uli is possible. While the apposition would be more 
perfect if the sutures were passed through each one 
of the large funiculi, such a suture is inadvisable 
on account of interference with a certain number of 
nerve fibers which such an end-to-end funicular 
suture would entail. 

All of the perineurial sutures should be passed 
before they are tied, and when tying them care 
should be taken that they just bring the funiculi 
into apposition. If they are tied too tightly, the 
funiculi are bent at their ends and the resulting 


‘approximation is poor. 


After the perineurial sutures have been tied, the 
mosquito forceps may be removed. The epineurial 


stitches should be placed so as to approximate the 


free borders of the epineurial sheath exactly. The 
author believes. that the best approximation’ can 
be: obtained with mattress sutures which are 
much less apt to tear out than simple sutures. 
From four to five mattress stitches are sufficient 
and each suture is left long for traction while the 
succeeding one is being passed. In some cases in 
which he has sutured the sciatic nerve Elsberg has 
made a continuous running suture of the epineurium 
as in the Carre! technique for blood-vessel suture. 

After having determined the length of the defect 
to be bridged over by the graft. and the number of 
strands that will be required, the author exposes 
one or several cutaneous nerves and carefully dis- 
sects them out until they remain attached only at 
their upper and lower ends. Two sutures are then 
passed in and out of the nerve at measured dis- 
tances. 

Assuming, for example, that the graft is to be 
7 cm. long and is to consist of three strands. The 
one suture (A) is passed through near the attached 
upper end of the freed nerve, from its inner to its 
outer side, a loop being left loose. The needle is then 
passed through the nerve from the outer to the inner 
side a little more than 7 cm. from the first point, 
a loop being again left loose and the needle passed 
through the nerve from its inner to its outer side at 
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The cable graft: A, bulb resected and ends of nérves exposed; B, sutures passed through the cutaneous nerve used 
from cable graft: C, nerve divided into segments; D, cable graft ready for transplantation; /, sutures passed through 


ends of cable graft and ends of nerve; F, sutures tied; G, perineurial sutures tied. 
The Technique of Nerve Sulure and Nerve Grafting. 


Elsberg, C. A.: 


the same distance from the last point. The needle 
is then laid aside and a second needle and suture 
.taken. This needle (B) is passed through the lower 
‘end of the nerve, from its outer to its inner side, a 
little more than 7 cm. from the point of emergence 
-of Needle-A. A loop of the suture is left loose and 
the needle again passed through the nerve from the 
inner to the outer side at a point 3 mm. above the 
point of emergence of Suture A. Finally the needle 
is passed through the nerve from its outer to: its 
inner side 3 mm. proximal to the next point above. 
The points at which Suture A has passed through 
the nerve correspond to the upper ends of the graft, 
and those through which Suture B has passed cor- 
respond to what are to be the lower ends of the 
strands. After the loops have been carefully 
arranged the nerve is cut with fine scissors or a fine 
scalpel 1 mm. above the beginning of A, 1 mm, below 
the beginning of B, and between each two points 
through which Sutures A and B are passed, apart 
in the nerve. An assistant then grasps the two ends 
of Suture A and the operator the two ends of Suture 
B. When traction is made the strands are drawn 
together. Each suture is then loosely tied. Suture 
A brings all of the upper ends of the strands together, 
and Suture B all of the lower ends. 


(Diagrammatic. ) 


After the cable graft has been thus made, it is 
transferred to its place between the divided ends 
of the main nerve and sutured. E. C. RopirsHex. 


Sargent, P., and Greenfield, J. G.: An Experimental 
Investigation of Certain Materials Used for 
Nerve Suture. British M.J., 1919, ii, 407. 


In the authors’ investigation an endeavor was 
made to ascertain which of the many materials in 
general use as nerve sutures is least apt, to produce 
harmful reaction in the delicate tissue of the nerve. 
Previously upon histological examination of a large 
number of nerve lesions due to gunshot wounds they 
had noted that the presence of any foreign body in 
the substance of the nerve was liable to, produce 
great hyperplasia both of the connective tissue and 
of the neurilemmal cells. 

The sciatic nerve of rabbits was used in this experi- 
mental study, and the suture materials employed 
were as follows: thirty-day chromic gut, No. oo; 
Stiles’s linen thread No. 160; Stiles’s fine linen 
thread, No. 160, waxed with Horsley’s bone-wax; 
Japanese silk No. 00; Japanese silk No. oo waxed; 
Japanese gut; tanned gut thirty-day No. 00; twenty- . 


.day chromic gut No. oo; plain iodized gut No. oo:p 


twenty-day chromic gut No. o; plain gut No. o. .on- 
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this-action is not accompanied, as is normally the 
dase, by the antagonistic action of the untransplanted 
flexors, Thus, the muscle of a transplanted tendon 
acts‘in a normal way as a prime mover, but does 
not perform the other normal muscle activities. For 
example, when the flexors of the wrist are trans- 
planted so as to become extensors, the normal 
synergic: action .of hyperextending the wrist on 
strong flexion of the fingers does not occur; on the 
contrary, with strong flexion of the fingers the wrist 
also becomes flexed, thus depriving the flexors of 
some of their power. Accordingly, one may say 
that these cases always look a little better than 
they really are when considered as functional re- 
sults, for the grip with a flexed wrist is never very 
strong. 

In the examination of nerve injuries during the 
war the clinician was often led astray by a false 
conception of muscle action and sensory loss as 
text-book teaching has been that muscles act only as 
prime movers and that the sensory loss would 
correspond ‘to the anatomical distribution of the 
nerve. In these cases, instead of an entire loss of 
function, as would be expected from a text-book 
description, it is found that the loss of power is made 
good by other muscles acting as agents of cortical 
‘volition in performing actions not normal to them. 
For this reason the loss of motion appears to be 
astonishingly small when the function of the muscles 
supplied by the injured nerve are considered as prime 
movers. The failure to appreciate the principle of 
voluntary movement has frequently led to very 
false estimates of recovery after some form of treat- 
ment has been carried out. 

Many instances of anomalous nerve supply have 
‘been reported because motions were possible that 
from orthodox teaching were considered to be 
‘inconsistent with the findings at operation. These 
‘reports should be looked upon critically and when 
thoroughly investigated it will probably be found 
that the number of cases in which anomalous nerve 
supply accounts for an unexpected motion will be 
reduced to a minimum. Possibly these so-called 


‘anomalies can be explained by the influence of the 


cortex in producing voluntary movements. In 
such cases the movement ordinarily produced by the 
action of one muscle is brought about by the volun- 
tary action of another muscle or muscles. In muscle 


‘re-education there is danger that the patient will 


learn to employ normal muscles to perform the 
function of those paralyzed, thus executing trick 
movements. The surgeon must be on the alert, 
therefore, not to be deceived in gauging the progress 
or the indications for operative interference in these 
cases. W. O. Ort. 


Elsberg, C. A.: The Technique of Nerve Suture and 
NerveGrafting. J.Am.M. Ass., 1919, |xxiii, 1422. 


For suturing nerves Elsberg uses fine Carrel 
needles with very fine silk and effects the union with 
perineurial and epineurial stitches. After the nerve 
ends ‘have been brought into their proper relation 


by the attachment of mosquito clamps to the sides 
of the nerves so that the arrangement of the funic- 
uli in both ends is made visible, one, two, or three 
fine perineurial stitches are passed, the number 
depending on the arrangement and number of the 
funiculi. It will usually be found that the epineu- 
rium has retracted, and if the needle and suture mate- 
rial are sufficiently fine no special difficulty will be 
encountered in passing the stitches through the 
perineurial tissue between the funiculi. 

The author has found it best to hold the needles 
with fine mosquito. forceps rather than with the 
fingers, and to grasp the needle with the forceps 
about 0.5 cm. from its point. When the nerve con- 
sists of a number of small funiculi, two or three of 
these perineurial stitches are necessary, but when 
it is made up of from two to four large funiculi two 
stitches are usually sufficient If the sutures are 
well placed with due regard to the nerve pattern, 
a fairly accurate apposition of the ends of the funic- 
uli is possible. While the apposition would be more 
perfect if the sutures were passed through each one 
of the large funiculi, such a’ suture is inadvisable 
on account of interference with a certain number of 
nerve fibers which such an end-to-end funicular 
suture would entail. 

All of the perineurial sutures should be passed 
before they are tied, and when tying them care 
should be taken that they just bring the funiculi 
into apposition. If they are tied too tightly, the 
funiculi are bent at their ends and the resulting 
approximation is poor. 

After the perineurial sutures have been tied, the 
mosquito forceps may be removed. The epineurial 
‘stitches should be placed so as to approximate the 
free borders of the epineurial sheath exactly. The 
author believes. that the best approximation’ can 
be: obtained with mattress sutures which are 
much less apt to tear out than simple sutures. 
From four to five mattress stitches are sufficient 
and each suture is left long for traction while the 
succeeding one is being passed. In some cases in 
which he has sutured the sciatic nerve Elsberg has 
made a continuous running suture of the epineurium 
as in the Carre! technique for blood-vessel suture. 

After having determined the length of the defect 
to be bridged over by the graft. and the number of 
strands that will be required, the author exposes 
one or several cutaneous nerves and carefully dis- 
sects them out until they remain attached only at 
their upper and lower ends. Two sutures are then 
passed in and out of the nerve at measured dis- 
tances. 

Assuming, for example, that the graft is to be 
7 cm. long and is to consist of three strands. The 
one suture (A) is passed through near the attached 
upper end of the freed nerve, from its inner to its 
outer side, a loop being left loose. The needle is then 
passed through the nerve from the outer to the inner 
side a little more than 7 cm. from the first point, 
a loop being again left loose and the needle passed 
through the nerve from its inner to its outer side at 


’ 














GENERAL SURGERY —SURGERY OF THE NERVOUS SYSTEM 


A B 


\ iy 
































The cable graft: A, bulb resected and ends of nerves exposed; B, sutures passed through the cutaneous nerve used 
from cable graft: C, nerve divided into segments; D, cable graft ready for transplantation; E, sutures passed through 
ends of cable graft and ends of nerve; F, sutures tied; G, perineurial sutures tied. 
The Technique of Nerve Suture and Nerve Grafting. 


Elsberg, C. At 


the same distance from the last point. The needle 
is then laid aside and a second needle and suture 
.taken. This needle (B) is passed through the lower 
‘end of the nerve, from its outer to its inner side, a 
little more than 7 cm. from the point of emergence 
-of Needle. A. A loop of the suture is left loose and 
the needle again passed through the nerve from the 
inner to the outer side at a point 3 mm. above the 
point of emergence of Suture A. Finally the needle 
is passed through the nerve from its outer to: its 
inner side 3 mm. proximal to the next point above. 
The points at which Suture A has passed through 
the nerve correspond to the upper ends of the graft, 
and those through which Suture B has passed cor- 
respond to what are to be the lower ends of the 
strands. After the loops have been carefully 
arranged the nerve is cut with fine scissors or a fine 
scalpel 1 mm. above the beginning of A, 1 mm. below 
the beginning of B, and between each two points 
through which Sutures A and B are passed, apart 
in the nerve. An assistant then grasps the two ends 
of Suture A and the operator the two ends of Suture 
B. When traction is made the strands are drawn 
together. Each suture is then loosely tied. Suture 
A brings all of the upper ends of the strands together, 
and Suture B all of the lower ends. 
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(Diagrammatic.) 


After the cable graft has been thus made, it is 
transferred to its place between the divided ends 
of the main nerve and sutured. E.: C. RopirsHex. 


Sargent, P., and Greenfield, J. G.: An Experimental 
Investigation of Certain Materials Used for 
Nerve Suture. British M.J., 19109, ii, 407. 


In the authors’ investigation an endeavor was 
made to ascertain which of the many materials in 
general use as nerve sutures is least apt. to produce 
harmful reaction in the delicate tissue of the nerve. 
Previously upon histological examination of a large 
number of nerve lesions due to gunshot wounds they 
had noted that the presence of any foreign body in 
the substance of the nerve was liable to. produce 
great hyperplasia both of the connective tissue and 
of the neurilemmal cells. 

The sciatic nerve of rabbits was used in this experi- 
mental study, and the suture materials employed 
were as follows: thirty-day chromic gut, No. oo: 
Stiles’s linen thread No. 160; Stiles’s fine linen 
thread, No. 160, waxed with Horsley’s bone-wax; 
Japanese silk No. 00; Japanese silk No. oo waxed; 
Japanese gut; tanned gut thirty-day No. 00; twenty- 
day chromic gut No. oo; plain iodized gut No. oo 
twenty-day chromic gut No. o; plain gut No. o. 
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Except in one case the sutures were placed through 
the substance of the nerve without dividing the 
nerve and making an anastomosis. The animals were 
sacrificed after a period of twenty-one days or 
longer, and the nerves removed and stained by Van 
Gieson’s method for celloidin sections. 

Two distinct histological changes are present to 
some degree in every experiment: 

1. Mesoblastic cells: The early reaction is on the 
part of the mesoblastic cells. The circulating lym- 
phocytes and hyaline cells and, in the case of the 
more irritating suture materials, the polymorphonu- 
' clear leucocytes also, take a part in the reaction 
from its earliest stages. Very soon afterward there 
is a proliferation of the endothelial and fibroblastic 
cells. Both these reactions vary in amount accord- 
ing to the nature of the suture material and seem to 
be especially marked when the catgut employed has 
been prepared with chromic acid. They are very 
slight when plain linen thread and silk are used, but 
when these materials have been waxed with Hor- 
sley’s bone-wax, a narrow zone of mesoblastic reac- 
tion appears. 

2. Cells of the neurilemma sheath: The other 
form of reaction, that of the cells of the neurilemma 
sheath, comes on at a later date. It is probably inevi- 
table and due as much to the.damage inflicted on 
the nerve as to the presence of a foreign body. No 
doubt, however, the suture stimulates the neuroma 
formation and leads to the appearance of the large 
giant cells which seem to arise from the cells of the 
neurilemma sheath. 
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The authors feel that the formation of a neuroma 
at the site of the suture is unavoidable whatever the 
material used so long as any damage is done to the 
nerve fibers. It will be of limited extent, however, if 
fibroblastic reaction is avoided, and it will be healthy 
neuroma tissue in the sense that, if no lasting source 
of irritation is left, it will be able to transmit useful 
functioning nerve fibers. It is stated further that 
the materials which caused the least fibroblastic 
reaction were plain linen thread and silk but that 
both of these, when waxed with Horsley’s bone-wax, 
gave rise to more small-cell infiltration than when 
used plain. The disadvantages of any suture mate- 
rial are increased when it is passed through the whole 
thickness of the nerve in the form of a tension suture 
as this will tend to produce an intraneural neuroma 
at a greater distance from the suture line both above 
and below, thus making an additional obstacle in 
the pathway of the regenerating axon. 

The conclusions drawn are as follows: 

1. While plain thread or silk sutures give rise to 
no irritation, they are relatively unabsorbable. 

2. Plain sterilized or plain iodized gut are of value 
by reason of their rapid absorbability, but their low 
degree of tensile strength and their slightly irritating 
nature counteract these advantages. 

3. Japanese silkworm gut has great tensile 
strength, and in its rate of absorption and the reac- 
tion it causes holds a place midway between Groups 
1 and 2. 

4. Chemical antiseptics should be avoided in all 
suture materials. A. W. Anson. 


MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, 
ABSCESSES, ETC. 


Hertzler, A. E.: The Prognosis in Hyperthyroidism. 
Surg., Gynec. & Obst., 1919, xxix, 462. 

All of the author’s operative cases have shown 
evidence of organic or tinctorial change in the gland 
which would seem to indicate that the product is 
always abnormal. If the purpose of the thyroid is 
to produce iodine, then certainly the gland is in a 
“hypo” rather than in a “hyper” state for only a 
small proportion of iodine is found in the pathologic 
gland as compared with the normal gland. 

As a very general proposition hyperthyroidism 
may be regarded as a self-limited disease. Very 
probably it is merely a spontaneous obliteration of 
the pathologic process. Gland in hand the surgeon 
should be able to say which is the diseased and 
which the normal part. In order to appreciate the 
degree of spontaneous recovery possible, one must 
follow the patient for many years. To determine 
the subsequent state of our ex-patients we must 
examine them ourselves. 

Hyperthyroidism in running its cycle is subject to 
certain complications and accidents which must be 
ken into account, and the fundamental factor in 





the treatment must balance itself against this tend- 
ency to complications. In order to reach a clinical 
classification the author considers each patient as 
belonging to one of the following categories: (1) 
those that recover without operation; (2) those that 
are most apt to be cured by operation; (3) those 
which operation will not cure but will benefit; (4) 
those who would not be benefited at all by operation 
or for whom operation is too dangerous. 

The following groups and subgroups are discussed: 

1. Adolescent type: (1) stable nervous system 
without other lesion; (2) stable nervous system with 
other lesion; and (3) neurotic. 

2. Adult type: (1) normal nervous state without 
associated disease; (2) normal nervous state with 
associated disease; and (3) abnormal nervous state. 

3. Typical exophthalmic goiters: (1) with associ- 
ated lesions; (2) without associated lesions; and (3) 
localized changes in the gland. 

4. Secondary hyperthyroidism: (1) with associ- 
ated lesions; (2) without associated lesions; and (3) 
with pronounced myocardial changes. 

5. Atypical type: (1) acute classical hyperthy- 
roidism; and (2) acute masked hyperthyroidism. 

Each of these groups is discussed and case reports 
are given. 
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In the first and second subgroups of Group 1, in 
which there is a localized enlargement, the results of 
operation are immediate and brilliant, particularly 
if there is encapsulation. Those of the second sub- 
group usually remain labile, and a repetition of the 
exciting cause may precipitate a new attack which 
may be more pronounced. Patients belonging to 
the third subgroup should be referred to a neurolo- 
gist as operation is generally useless. 

In Group 2 patients belonging to the first sub- 
group often improve with rest but operative treat- 
ment is best. Those belonging to the second sub- 
group also all improve with rest but not perma- 
nently. If the goiter enlargement is circumscribed 
it should be removed first; otherwise the associated 
condition should be corrected first. 

In typical exophthalmic goiter expectant treat- 
ment may rival surgery in results, but under favor- 
able conditions surgery may secure in months what 
expectant treatment can attain only in years. Sur- 
gical treatment, moreover, does much to prevent 
relapse, cardiac degeneration, and the rare but disas- 
trous hyperacute termination. 

In cases of secondary hyperthyroidism in which 
one lobe is predominantly enlarged operation should 
be done early. Goiters which persist for a long time 
are not innocent unless they have become calcified 
as they may become toxic or affect the heart muscle. 

C. R. STEINKE. 


Tongs, M. S.: Ecto-Enzymes of Streptococci. J. 
Am. M. Ass., 1919, \xxiii, 1277. 

Enzymes are of two sorts, ecto-enzymes and 
endo-enzymes. The former are excreted from the 
organisms into the surrounding medium. The me- 
dium may be varied so as to furnish material for the 
study of the different types of enzymes. 

The author describes the details of his study of 
ecto-enzymes of hemolytic streptococci and con- 
cludes as follows: “‘There seem to be three groups: 
one digesting casein, one starch, and the other 
neither casein nor starch, Among the green- 
producing streptococcal organisms only two groups 
are indicated: one digesting casein and the other 
without action on starch or casein.” K.L. Vene. 


Loeb, L.: Further Investigations on the Origin of 
Tumors in Mice. VI. Internal Secretion as a 
Factor in the Origin of Tumors. J. Med. Re- 
search, 1919, xl, 477. 


In his experiments the author used strains of mice 
in which he had previously followed the normal can- 
cer rate and the cancer age through a number of gen- 
erations and had found them to be approximately 
constant. 

It was discovered that castration carried out dur- 
ing the first four or five months of life prevented can- 
cer. Previously he had observed that prevention of 
breeding also had some influence on the cancer inci- 
dence in mice, but to a much less extent than castra- 
tion. His objects in the study here reported were: 
(1) to confirm these results through further experi- 
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ments; (2) to define in a more definite way the time 
limit at which castration is still effective; (3) to deter- 
mine whether there is a graded relation between the 
age at which castration is carried out and the cancer 
rate or whether an “‘all or nothing” rule prevails; 
and (4) to determine whether castration affects the 
tumor rate of different strains of mice equally or 
whether its influence is limited to certain kinds of 
mice. 

In addition he continued his observations on the 
effect of breeding and ‘non-breeding on the cancer 
rate, and he carried out also the reverse experi- 
ments. He transplanted ovaries into castrated male 
mice in order to determine whether cancer of the 
mammary gland could be made to appear in these 
animals. 

It was found that a hormone given off by the 
ovary regulated the tissue changes which led to the 
development of cancer of the breast in mice. The 
influence of this hormone was quantitatively graded. 
If the quantity of the hormone which had a chance 
to act on the tissues exceeded a certain limit, cancer 
appeared as frequently as in non-castrated controls 
(castration at the age of eight to ten and a half 
months), while if an intermediate quantity of the 
hormone had been active, the cancer rate was notice- 
ably diminished and the cancer seemed to appear 
later in life (castration at the age of five to seven 
months). If the quantity of the hormone was re- 
stricted still further, cancer did not appear at all or 
only exceptionally (castration at the age of three to 
five months). 

After an intermediate and late castration, not 
only did tumors appear in the first age period, but 
the development of tumors which in control mice 
appeared in the third age period was not prevented. 
This fact suggested to the author that the tissue 
changes which eventuated in the development of 
cancer occurred at a much earlier period in life, and 
that castration affected these primary tissue changes 
rather than the secondary transformation of these 
changes into fully developed carcinomatous growths. 

The effect of castration on the tumor rate was not 
limited to one particular strain, but was effective in 
all the strains which have been tested so far. 

Prevention of breeding in mice lowered the tumor 
rate and raised the tumor age only slightly; its 
effect was not comparable to that of early castra- 
tion. Even in mice in which normally the tumor 
rate was low and tumors appeared late in life, pre- 
vention of breeding did not prevent the occurrence 
of cancer. Loeb found one strain in which the tumor 
rate was higher in non-breeding than in breeding 
mice. In this strain tumors appeared in breeding 
mice late in life. In all the others tested so far in 
which normally the tumors appeared at an early 
period of life, prevention of breeding had the typical 
effect mentioned. 

Castrated as well as non-breeding mice which were 
not cancerous reached a higher age than normal 
female non-cancerous mice. The chance to develop 
cancer was therefore better in castrated and non- 
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breeding mice than in control mice on account of 
the fact that the number of mice reaching a higher 
age was greater. 

Transplantation of the ovaries of the sisters into 
young castrated male mice belonging to strains with 
a high tumor rate d‘d not lead to the development of 
tumors in the male mice. 

From his results Loeb concludes that in all prob- 
ability the ovarian hormone and not the effect of 
pregnancy and nursing are directly responsible for 
the difference in the cancer rate in male and female 
mice. His investigations demonstrated further that 
the relationship between the origin of cancer and 
internal secretion is quantitative, and he considers 
it now possible to analyze the conditions underlying 
the origin of cancer of the breast experimentally. 

The effect of hormones on the development of can- 
cer was specific. A hormone influenced the develop- 
ment of cancer only in organs in which under nor- 
mal conditions it had a specific relation. 

In certain cases. at least, internal secretion exerted 
an influence on the growth of adenomata, but was 
without noticeable effect on the growth of carcino- 
mata after they had been established. On the other 
hand, it was proved to have a definite effect on tissue 
changes which led to the development of cancer, 
and the prevention of the effect of this internal secre- 
-tion at a sufficiently early period of life prevented 
the development of cancer, while the elimination of 
such an internal secretion did not exert any marked 
effect on the growth of cancers after they had once 
developed. 

In man, Loeb considers three factors active in 
the development of cancer: (1) heredity; (2) irrita- 
tion (physical stimulation); (3) internal secretion 
(chemical stimulation). 

Internal secretion seemed to cause cincer only in 
co-operation with hereditary factors. On the other 
hand, hereditary factors needed in many cases the 
co-operation of hormones in a definite quantity. 

Physical stimulation was also under certain condi- 
tions associated with hereditary factors in the origin 
of cancer, but, on the other hand, the evidence 
pointed to the conclusion that if the physical stimu- 
lation was sufficiently strong cancer might develop 
without the co-operation of these hereditary factors. 

G. E. Bersy. 


Pfahler, G. E.: Radium Combined with Electro- 
coagulation, Surgery, and Deep Roentgen- 
therapy in the Treatment of Malignant Dis- 
ease. Am. J. Roentgenol., 1919, n. s. vi, 488. 


Although radium, surgery, electrocoagulation, 
and roentgentherapy have proven themselves of dis- 
tinct and positive value in the cure of malignant dis- 
ease, none of these methods is entirely satisfactory. 
A combination of them, however, offers a reasonable 
chance of recovery in certain cases in which recov- 
ery cannot be expected following the use of any 
single one of them. Postoperative roentgentherapy 
has been used for many years with good results, and 
during the past two years the author has been rec- 
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ommending ante-operative radiation with the ob- 
ject of reducing the malignancy of the cells and there- 
by preventing or retarding recurrence. During the 
last six years he has been combining also electro- 
coagulation, radium, surgery, and roentgentherapy in 
a number of cases and has obtained results which he 
believes could not have been produced by any single 
method. Electrocoagulation was used with the hope 
of preventing re-inoculation or extension of the dis- 
ease, and roentgentherapy to reach metastases and 
destroy any remaining cells that were not removed 
by the operation. Radium was used within cavities 
with the best results. 

A number of illustrative cases are cited in detail. 
An epithelioma on the inside of the cheek and a car- 
cinoma involving a large part. of the mouth were 
successfully treated by. a combination of all four 
methods. ‘Three cases of sarcoma within the 
mouth were treated with good results by a combina- 
tion of radium and roentgentherapy. A similar com- 
bination was tried in several cases of carcinoma of 
the cesophagus, but as all were far advanced, none 
of the patients was cured. A case of inoperable car- 
cinoma of the uterus treated with radium and roent- 
gentherapy gave brilliant results, but in several 
cases of carcinoma of the bladder treated similarly 
there was only temporary improvement. Two cases 
treated by all four methods were apparently cured. 
In several cases of carcinoma of the rectum radium 
and roentgentherapy were used but although some 
amelioration was obtained, no cures resulted. A 
case of recurrent pituitary tumor was treated by 
radium and roentgentherapy with some improve- 
ment of the condition. Apotpu Hartunc. 


SERA, VACCINES, AND FERMENTS 


Fasiani, G. M.: The Production of Immune Serum 
against Anaerobes Causing Gas Gangrene 
(Preparazione e studio di sieri immuni_ contro 
germi anaerobi agenti di gangrena gassosa). Arch. 
ital. di chir., 1919, i, 37. 

There is considerable confusion in regard to the 
classification of the pathogenic anaerobes, many 
workers in bacteriology describing under different 
names bacteria which in reality are identical 
organisms. The great number of gas gangrene in- 
fections during the war gave great impetus to 
research concerning their etiology. Fasiani has 
endeavored to classify the principal organisms 
causing gas gangrene into three groups: 

1. A non-motile anaerobe, known before the war 
and described as bacillus perfringens, bacillus 
phlegmonis emphysematose, and bacillus aerogenes 
capsulatis. 

2. A motile spore-forming anaerobe described as 
bacillus cedematis maligni and vibrion septique. 

3. A group of motile, spore-forming anaerobes, 
found for the first time during the war and described 
by various authors as bacillus cedematiens, bacillus 
bellonensis, bacillus anonimo, and bacillus dei 
gascedem. 
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There are numerous types belonging to each of 
these groups. Fasiani isolated 75 different strains 
from cases on the Italian front. Sera against each 
group were prepared by injecting the organisms 
intravenously into horses. The immune sera were 
then tested for various antibodies and the pro- 
tective and curative properties carefully tried on 
animals. The results may be summarized as follows: 

1. Immune sera against Groups 1 and 2 contain 
precipitins, agglutinins and antitoxins but no 
bacterolysins. They possess protective and curative 
properties when used in animals. Complement fixa- 
tion does not occur. The best serum is obtained by 
the use of organisms in culture, a total culture being 
given intravenously. 

2. Immune serum against Group 3. This was 
prepared like the serum against Groups 1 and 2 but 
the use of toxin as an antigen is more practical and 
clinically more efficacious. The resulting serum 
contains precipitins, agglutinins, and antitoxins. 
It causes complement deviation but has no anti- 
microbic properties. 

3. The protective and curative power of the 
serum was not tested in man but gave excellent 
results in laboratory animals. I. F. Vout. 


BLOOD 


Krumbhaar, E. B., and Krumbhaar, H. D.: The 
Blood and Bone Marrow in Yellow Cross Gas 
(Mustard Gas) Poisoning. Changes Produced 
in the Bone Marrow of Fatal Cases. J. Med. 
Research, 1919, xl, 407. 


The remarkable changes in the peripheral blood 
caused by yellow cross gas (mustard gas or yperite, 
with dichlorethyl-sulphide as the chief constituent) 
have been described by the authors in a previous 
paper. The chief of these changes was a more or less 
extreme leucopenia which followed the initial leu- 
cocytosis and in severe cases frequently fell below 
1,000 cells per cubic millimeter. A leucopenia was 
found in 23 of the 108 cases examined, but owing to 
conditions of service most of these patients could be 
examined only once, shortly after being gassed. Of 
the cases in which more than one examination was 
made, there was a definite leucopenia in 19 out of 
31 and a falling count in 6 of the remaining 12. 
When the leucocytic count fell below 5,000, recovery 
followed in only 3 cases. Accordingly severe leuco- 
penia came to indicate a very bad prognosis, and 
persisting leucocytosis a good prognosis. The 
changes in the leucocytic count proved to be due 
chiefly to variations in the polymorphonuclear ele- 
ments with disappearance of eosinophiles in the acute 
stages and temporary appearance of myelocytes. It 
was suggested to the authors that the leucopenia 
might have an important bearing on the lack of 
resistance shown in such cases. 

The study of the bone marrow indicated by the 
described changes in the blood was next undertaken. 
This showed that attempts at blood regeneration 
were occasionally absent entirely, nearly always 
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slight or moderate, and never to be compared with 
the amount of hyperplasia found in acute infections, 
The authors believe that the blood and bone-marrow 
changes were due to direct action of the poison and 
not to secondary infection because: (1) they were 
well marked in cases in which infection was slight 
or absent; (2) influenza, typhoid, malaria. and such 
“leucopenic”’ infections played no part in these 
cases; and (3) the kind of infection present (pyo- 
genic) did not lead to leucopenia or impaired bone- 
marrow function. 

The material for this study came from 75 autop- 
sies in mustard-gas cases, in 55 of which the bone 
marrow was examined. In every instance a cylinder 
measuring about 3 in. was removed from the mid- 
portion of the right femur, placed on filter paper, 
put at once into Zenker’s fluid, and then through 
the routine paraffin technique. The most sat isfac- 
tory staining results were obtained with hematox- 
ylin and eosin, though Ehrlich’s triacid Wright’s, 
Pappenheim’s, and Unna’s polychrome methylene 
blue were also used in some cases. In a few instances 
sections from a rib and smears froma rib and a femur 
were made in. addition. 

The authors give the details of their findings in 
some of the typical cases and draw the following 
conclusions: 

Yellow cross or mustard gas exerted on the bone 
marrow a direct toxic action which, by depleting the 
leucocytes of the circulation, had an important 
bearing on the inability to resist secondary infection 
that was found in that form of gas poisoning. 

This toxic action on the bone marrow was shown 
by small areas of necrosis and by inhibition of the 
regeneration process, chiefly of the leucogenetic 
series. 

Not only was the amount of regenerative hyper- 
plasia inadequate (as compared with the marrow 
hyperplasia of various acute infections), but also 
the quality was inferior, that is, the great majority 
of the hemopoietic.cells present were of immature 
types. G. E. Berey. 


Giffin, H. Z.: Persistent Eosinophilia with Hyper- 
leucocytosis and Splenomegaly. Am. J. M. 
Sc., 1919, clxviii, 618. 

The protocol of the case reported is as follows: 

The patient was a man 31 years of age who had 
marked splenomegaly and slight enlargement of the 
superficial lymphatic glands. Before splenectomy 
there was a leucocytosis of 21,800 with an eosino- 
philia of 73.6 per cent. Splenectomy was done July 

15,1914. The weight of the spleen was 2,110 gm. and 

its macroscopic appearance similar to that of mye- 

logenous leukemia. Following the operation there 

was a rapid increase of the leucocyte count to 97,200 

and later to 211,000. The eosinophilia increased 

from 79 to 90.7 per cent. The general condition re- 
mained good for four years following the splenec- 
tomy. Death occurred Jan. 19, 1919 from empyema 
following pneumonia. Necropsy showed enormous 
numbers of eosinophilic polymorphonuclears in all 
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hemopoietic organs; numerous eosinophilic mye- 
locytes in the lymph glands, the spleen, and the 
bone-marrow; obliterative pericarditis; and fibrous 
perihepatitis. 

The most important finding was the very high 
percentage of eosinophiles, ranging from 66.3 per 
cent to 90.7 per cent, in association with a leucocyte 
count varying from 15,400 to 208,000. Previous to 
splenectomy, however, the leucocyte count had 
never been higher than 21,800. 

A discussion of the origin and function of eosino- 
philes, the clinical incidence of eosinophilia, and a 
review of the literature with respect to the occur- 
rence of persistent eosinophilia with hyperleucocy- 
tosis follow. Cases reported in the literature in 
which the eosinophiles have even temporarily ex- 
ceeded 25 per cent are very rare. One case of 
Hodgkin’s disease with an eosinophilia of 33.3 per 
cent came under the writer’s observation. One case 
with cardiac decompensation, one with carcinoma of 
the colon, and a third with an indeterminate type 
of lymphadenoma associated with high eosinophilia 
were found in the literature. The leucocyte count in 
these cases was not exceedingly high and in none of 
them was there marked enlargement of the spleen. 
Only 3 instances of eosinophilia associated with 
marked hyperleucocytosis were discovered. One 
was diagnosed as ‘lymphatic endotheliomatosis” 
and another as ‘‘lymphsarcoma.” In both of these 
instances the leucocytosis was transient and the 
eosinophilia fluctuating. . 

The only case which conforms to the one reported 
in this paper is that of Stillman which was shown 
before the New York Academy of Medicine in 1912. 
In this instance the leucocyte count varied from 
118,000 to 165,000 and the eosinophiles ranged 
from 85.8 to 91 per cent. The spleen was slightly 
enlarged and the lymph nodes were palpable. The 
patient was under observation for only a short time, 
however, and his subsequent record is unknown. 

While the writer does not entirely discard the 
view that in his own case an actual eosinophilic 
leukemia may have been present, he is inclined to 
regard the condition as an instance of eosinophilic 
hyperleucocytosis resulting from a long-continued 
infectious or toxemic process. 


Rothschild, M. A., and Felsen, J.: The Cholesterol 
Content of the Blood in Various Hepatic Con- 
ditions. Arch. Int. Med., 1919, xxiv, 520. 


In studying the hypercholesterinemia of choleli- 
thiasis, Rothschild and Felsen encountered a group 
of patients with continuous hypercholesterinemia. 
Even after operation at which all causes for obstruc- 
tive hypercholesterinemia were removed, they found 
that these patients again became hypercholeste- 
rinemic, 

In work previously published the authors gave 
the evidence for believing that the liver is the regu- 
lator of the cholesterin metabolism of the body, the 
cholesterin being kept at a more or less constant 
level by its excretion in the bile. It seemed of 
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interest to them, therefore, to ascertain the choles- 
terin content of the blood of patients with various 
disorders of the liver usually associated with icterus. 

In obstructive icterus due to cholelithiasis, a 
hypercholesterinemia of a rather severe grade was 
observed in almost every case. The amounts in the 
blood varied from 700 mg. to 250 mg. per 100 c.c. 
The degree of jaundice bore a definite relation to 
the amount of cholesterin in the blood, indicating 
that this cholesterinzemia was due to the obstruction 
of the bile-duct. However, there was an occasional 
exception; a jaundiced patient with high tempera- 
ture and infection showed a lower cholesterin con- 
tent of the blood than a patient with the same degree 
of jaundice but no active infection. 

In other conditions associated with icterus, such 
as cirrhosis of the liver, acute yellow atrophy, the 
pernicious vomiting of pregnancy, etc., the choles- 
terinemia bore no relation to the intensity of the 
icterus. The authors examined the blood in 15 
cases of cirrhosis and found a maximum content of 
cholesterin of 0.24 per cent and a minimum of 
0.065 per cent. Only 1 patient in the 15 showed a 
moderate hypercholesterinemia, the amount of 
cholesterin being 240 mg. per 100 C.c. 

All these patients were jaundiced. The extent 
of jaundice in those with only 0.105 per cent of 
cholesterin was greater than in an obstructive 
cholelithiasis with 0.64 per cent. The two cases 
with extremely low amounts of 0.075 per cent and 
0.065 per cent were fatal, the patients dying three 
days after the blood examination. 

In two tables the authors give the cholesterin 
content of the blood examined in hepatic disorders 
and other icteric states. They state that these 
facts are extremely difficult to explain, but they 
appear to suggest that in severe disturbances of 
hepatic function there is a selective retention of bile 
pigments and the cholesterin is not retained. In 
one of their cases bile obtained at necropsy showed 
a rather high content of cholesterin, i.e., 0.12 per 
cent as contrasted with a normal content of 0.08 per 
cent. 

In other conditions associated with icterus, such 
as primary or secondary carcinoma of the liver or 
multiple abscesses, the cholesterin content of the 
blood was not proportionate to the intensity of the 
jaundice. In carcinoma of the liver the amounts 
varied from 0.4 to 0.09 per cent. In 3 cases of acute 
yellow atrophy, a low blood content of cholesterin 
was associated with extreme 'grades of icterus, 
the figures being 0.087, 0.1, and 0.116 per cent 
respectively. 

Conditions corresponding to the so-called hemo- 
lytic types of jaundice, as seen in Banti’s disease, 
pernicious anemia, chlorosis, the leukemias, and 
splenomegaly with icterus, were also studied. In 
all, a normal or decreased content of cholesterin was 
noted in the blood. These conditions, however, 
may be of non-hepatic origin. 

In conclusion the authors state that in obstruc- 
tive icterus due to stones, etc., the cholesterin con- 
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tent of the blood was markedly elevated and bore 
a definite relationship to the intensity of the icterus. 

In conditions associated with hepatic disorders, 
the cholesterin content of the blood was not in- 
creased, but usually reduced. The cholesterinemia 
was not proportionate to the amount of bile pig- 
ments in the blood. 

In the so-called hemolytic icterus, there was no 
increase of blood cholesterin. G. E. Bersy. 


BLOOD AND LYMPH VESSELS 
Camera, U.: Lesions of the Large Vessels (Sulle 


lesioni dei grossi vasi). Clin. chir., 1919, n.s. xxvi, 
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Camera considers the more important traumatic 
lesions of the large vessels and describes, first vessel 
wounds without immediate hemorrhage. Eight 
cases of this kind came under his observation. 
Although there seemed to be a definite break in the 
continuity of the vessel’ wall, hemorrhage did not 
occur at the time of injury but only after a lapse of 
days or weeks or after operative interference. The 
delay in bleeding in such cases may be due to several 
factors: (1) contraction of the vessel wall; (2) 
plugging of the vessel injury by a foreign body 
such as a shell fragment; and (3) a clot of blood in 
the wall of the vessel. Camera cites 4 cases of his 
own in which the foreign body acted as a hemo- 
static plug. 

Spontaneous cure is possible but the policy of 
non-interference is fraught with grave danger. 
Sudden death is frequent. The great difficulty lies 
in the diagnosis. Camera emphasizes the follow- 
ing points: (1) the anatomical site of the wound; 
(2) the condition of the circulation below the 
lesion; cyanosis, coldness, loss of pulsation in the 
vessels, etc.; (3) deep, intense pain in the extremity; 
_ (4) pronounced functional disability of the 
imb. 

The treatment is variable. Suture is probably 
best but difficult. Camera does a proximal and 
distal ligation with excision of the injured portion, 
giving due consideration to collateral anastomosis. 

Vessel injuries with immediate hemorrhage 
requile prompt attention, with energetic treatment 
for the so frequently associated anemia. In these 
cases Camera was struck by the loss of tone of the 
vein walls. 

Hematomata, circumscribed or diffuse, due to 
injury of vessel walls are potent factors in the poor 
healing of wounds and frequently lead to infection. 
Although many of the local signs are closely simu- 
lated by gas gangrene, the presence of thrills, in- 
terference with the circulation below the lesion, and 
sometimes discoloration of the skin as a rule deter- 
mine the diagnosis. Ligation of the vessel with 
removal of the injured portion is the treatment of 
choice. 

True arterial aneurisms of traumatic origin are 
rare, and were especially rare in the battle zone. 
Time is required for their development. Pulsating 
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hematomata or false aneurisms were very common. 
In 20,000 wounded in a period of twenty-nine 
months Camera saw only three cases of aneurism 
and these were all of the arteriovenous type. The 
symptoms of this variety are classical. As in all 
other vessel injuries, treatment should be instituted 
early. The argument to wait until collateral circula- 
tion is established is not sound. The complications 
and dangers are great. Camera lost one patient the 
night before the date set for operation. The easiest, 
most efficacious, and safest routine treatment is 
ligation. One ligature should be placed at the 
extremities of each vessel, the intervening aneurism 
resected, and the vessels sectioned. Extirpation 
of the communicating sac with lateral suture of the 
vessels or removal of a section of each vessel with 
subsequent end-to-end suture is difficult, demands 
a proficient technique, and gives uncertain results. 

Secondary hemorrhage is an important compli- 
cation, the result of vessel injury in an infected 
field. Camera claims, however, that there must be 
some other factor beside infection. Quénu believes 
that most cases of secondary hemorrhage are due to 
unrecognized vessel injuries. Injury to the vessel 
wall produces an area of decreased resistance to 
infection by suppurative processes. Camera coins 
the term “decubitus vascular” to denote the mode 
of injury and reviews his cases. The cause of pres- 
sure ulceration of the vessel wall in the presence of 
infection in his cases are enumerated. The vessel 
was: (1) in contact with the tibia after resection; 
(2) cut by the ligature which necrosed through; or 
(3) in contact with a drainage tube. 

Therefore direct contact with pressure upon the 
vessel and ulceration due to a ligature, drainage 
tubes, or bony edges in the presence of an infec- 
tion contribute to secondary hemorrhage. When 
there is danger of injury to large vessels Camera 
uses gauze for drainage. I. F. Vouint. 


POISONS 


Donati, M.: Latent and Atypical Tetanus in War 
Wounds (Tetani latentie tetani atipici in feriti 
di guerra). Arch. ital. di chir., 1919, i, 1. 


Donati, who was director of the Military Hospital 
of Vicenza during 1915, relates his experiences with 
atypical cases of tetanus. 

Tetanus develops after the prophylactic adminis- 
tration of antitetanus serum as: (1) mild tetanus 
with a long incubation period in cases in which 
prophylactic immunization is incomplete; (2) local 
or partial tetanus; and (3) fulminating tetanus with 
a very short incubation period. 

The author cites cases of infected wounds with no 
symptoms of tetanus in which tetanus bacilli and 
spores could be demonstrated by cultural examina- 
tion. Animal inoculation experiments occasionally 
proved positive when other pacteriological methods 
failed. Some cases with very mild symptoms were 
recognized only after attention was directed to them 
by positive bacteriological reports. 








198 


The most important clinical sign in the very mild 
types was the increase in reflex response, hyper- 
excitability of the tendon and muscle reflexes. The 
importance of early recognition by culture and 
clinical examination will not be underestimated 
when the fact is known that many cases originating 
as local tetanus become generalized and occasionally 
lead to death. The cases cited responded quickly to 
antitetanus serum and subcutaneous injections of 
phenol solution. I. F. Voutnt. 


Biancheri, A.: Local Tetanus of Very Late De- 
velopment and Slow Course following the Use 
of Serum (Tetano postsierico locale ipertardivo a 
evoluzione lenta). Arch. ital. di chir., 1919, 1, 15. 

The systematic use of prophylactic antitetanus 
serum in cases of war wounds has rendered the 
classical picture of tetanus rare, changed the time 
of development of the condition, i.e., the incuba- 
tion period, and, most important has caused the lo- 
calization of the condition to one extremity or a 
group of muscles. 

The reports in the surgical literature indicate a 
form of tetanus called “local tetanus’ which, 
originating as a localized form of the disease, is 
characterized by increased muscle tonus in an 
extremity, a true tonic spasm, hyperexcitability of 
the muscle and tendon reflexes, and very often 
localized clonic convulsions. These local mani- 
festations tend to become more or less generalized 
and occasionally death results. Biancheri, however, 
states that the term ‘local tetanus” should be 
reserved for cases in which the tetanus occurs in the 
extremity bearing the wound and the symptoms 
remain localized to that extremity from the begin- 
ning to the end. 

The incubation period is variable; in some cases 
the condition appears a few days after injury and 
in others not until after a lapse of from one to three 
or more months. One form follows operative inter- 
vention after cicatrization of the wound. Although 
it may not develop until many months after an 
injury on the battle front, its symptoms develop 
a few days after operative trauma. Biancheri re- 
ports the following case: 

The patient was a soldier who was wounded 
August 24, 1917, in the fleshy portion of the right 
thigh but suffered no bone or nerve injury. A few 
hours afterward serum was administered. The 
wound suppurated but healing was complete on dis- 
charge from the hospital, Oct. 24, 1917. A piece of 
shrapnel remained in the thigh. The patient was 
then returned to the front where, put on full duty, 
he endured all the hardships and exposure without 
any complaint or physical evidence of inability 
to stand the strain. On Oct. 14, 1918, fourteen 
months after his injury, and following a march of 
25 kilometers, his thigh felt tender to the touch and 
slightly swollen. His gight leg then became rigid 
and there was tonic contraction of the muscles so 
that flexion of the knee became impossible. A very 
slight degree of trismus was noted which was asso- 
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ciated with spasmodic convulsions localized in the 
right leg and thigh. The trismus disappeared after 
the use of antitetanus serum, but the extremity re- 
mained rigid, with a talipes equinus, and the attacks 
of clonic spasm persisted. X-ray examination re- 
vealed the foreign body in the thigh. On March 14, 
1919, the piece of shrapnel was removed. At the 
same time serum was given, although the patient had 
been receiving antitetanus serum at regular inter- 
vals. Recovery was prompt so that by April 15, 
191g the patient was able to use his leg and cul- 
tures from the wound remained sterile. Biancheri 
discusses the diagnostic possibilities and:states that 
he is convinced that this was a case of local tetanus. 
It is unique in that the incubation period was so pro- 
tracted and the fact that the symptoms did not 
follow operative trauma. I. F. Vournt. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Loeb, L., and Fleisher, M. S.: The Growth of Tis- 
sues in the Test Tube under: Experimentally 
Varied Conditions, with Special Reference to 
Mitotic Cell Proliferation. J. Med. Research, 
1919, xl, 509. 

While in their previous publications dealing with 
the growth of tissues in culture media the authors 
occasionally referred to mitotic cell. proliferation, 
they were concerned mainly with the analysis of the 
factors which determine the movements of tissues. 
In this paper they report on several series of experi- 
ments in which they analyzed the factors determin- 
ing the mitotic proliferation in tissues growing in 
culture media under varied conditions. 

For a description of the method used (test-tube 
method) and for their former publications on this 
subject, they refer to their preceding paper which 
was published in the same journal. 

In the investigation here reported special atten- 
tion was given to the significance of oxygen for the 
mitotic cell proliferation in vitro. Mitotic prolifera- 
tion was found in epithelium of the skin transplanted 
into culture media in experiments in which the liv- 
ing body served as the incubator. Thirteen series 
of experiments were carried out. In each case the 
tissues were transplanted into the test tube, and in 
each experiment a considerable number of pieces 
with the necessary controls were used. 

With certain exceptions, notably in the cases of 
organs which had the power to liquefy the coagu- 
lum, pieces of organs growing in culture media in the 
test tube underwent changes which, in all essential 
respects, were comparable to those observed after 
transplantation into the subcutaneous tissue. The 
loss of tissue individuality and differentiation was 
not greater in tissues growing in the test tube than 
in the subcutaneous tissue. 

Mitotic proliferation was often very intensive in 
vitrv, not only in fibroblasts, but in various kinds of 
parenchyma, especially cells which were able to pro- 
liferate after subcutaneous transplantation. 
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In a comparison of the mitotic proliferation of 
epithelium with that of connective tissue certain 
differences suggested the possibility that there are 
two kinds of growth stimuli: (1) primary stimuli 
exerted directly by the environment, and (2) sec- 
ondary stimuli caused by changes in the tissue due 
to the primary response, in particular the migration 
of cells. On the whole, the parenchymatous mitotic 
proliferation was much more regular than that of the 
fibroblasts, and the sum of epithelial mitoses consid- 
erably exceeded the sum of the fibroblastic mitoses. 

The same primary stimulus caused in cells migra- 
tion and mitotic cell proliferation, but according to 
the differences in the structure of the cells it called 
forth the first of these two responses more readily in 
one kind of cells and the second in another kind. 

Continued investigations confirmed the authors’ 
previous conclusions as to the significance of oxygen 
in the activities of tissues in the test tube. New ex- 
periments made it appear very probable that the 
introduction of pure oxygen increases the zone of 
living tissue and the mitotic activity, especially of 
the parenchyma, under conditions in which there has 
been a deficiency in oxygen. 

Tests were made also to determine the effect of 
adding KCN, red blood corpuscles, and micro organ- 
isms to the plasma, of variations in osmotic pressure 
in the culture medium. and of impurities in the air 
on mitotic proliferation in the test tube. All these 
conditions exerted an unfavorable influence. The 
amount of KCN compatible with the life of the tis- 
sues however, was relatively large. Some of the 
experiments suggested that possibly the addition of 
a very small amount of alkali might improve the 
mitotic proliferation in the test tube. The curve of 
this proliferation in the test tube differed from that 
after subcutaneous transplantation and was not 
altered to any marked extent by the introduction of 
oxygen. 

Tissues showed a marked mitotic cell prolifera- 
tion when kept in liquid blood serum and in this case 
the proliferation was mainly parenchymatous. The 
outgrowth of cells into the culture medium under 
only certain conditions was considered as an indi- 
cator of tissue activities. These activities were pro- 
nounced without any noticeable associated out- 
growth of fibroblasts. 

The use of regenerating tissues for purposes of 
transplantation in vitro as well as in the test tube was 
advantageous only in cases in which the regenera- 
tion led to the production of a greater number of 
elements which were more resistant and more active, 
and in which the proportion between the cells and 
intercellular structures had been altered to the ad- 
vantage of the former. Usually the newly created, 
more resistant elements had at the same time a 
structure which was less differentiated and diversi- 
fied than that of the elements they replaced. 

The stereotropic reaction of the fibroblasts and 
perhaps of other cells determined not only the direc- 
tion of the migration of the cells, but also the direc- 
tion in which the latter proliferated mitotically: 
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The arrangement of the fibers being an important 
factor on which the number of cells which migrated 
into the coagulum depended, it also determined there- 
fore secondarily the intensity of mitotic cell prolif- 
eration in the cells which had the power of migrating 
into the coagulum. G. E. Betsy. 


Akaiwa, H.: A Quantitative Study of Wound Heal- 
ing in the Rat. II. Cell Growth during Wound 
Healing. J. Med. Research, 1919, x\, 371. 


In a preceding paper Akaiwa discussed the quan- 
titative changes which took place during the different 
periods of wound healing in the cell movements of 
the contraction of the wound and the thickness of 
the epithelium. ; 

In this communication he analyzes the processes 
of cell proliferation as they presented themselves in 
mitotic proliferation the increase in size of cell and 
nucleus, and the changes in the number of cells in 
the epithelium covering the defect and in the epithe- 
lium adjoining the wound during the different periods 
of wound healing. 

Akaiwa summarizes his study as follows: 

The proliferative power of the epithelium was 
determined by counting the mitoses and the number 
of living cells in the defect as well as in the tissue 
adjoining the defect. During the early stages of 
wound healing the mitoses increased markedly in 
the old epithelium as long as the wound was open. 
The number of mitoses was as a rule proportionate 
to the quantity of the cells which had moved into 
the defect. In the outgrowing epithelium, on the 
other hand, the mifoses were few because the new 
epithelium, consisting of cells which had left the old 
epithelium and wandered into the defect, was not 
yet able to divide mitotically, probably on account 
of unfavorable environmental conditions. The num- 
ber of cells which moved into the defect was one of 
the factors which determined the number of mitoses 
in the epithelium adjoining the wound. 

Before the closure of the wound the number of 
mitoses and of cells in the old epithelium increased 
very markedly, and the increase in the case of both 
took a parallel course, a maximum being reached in 
both at the time of closure. Soon after the closure 
a sharp fall in the number of mitoses and a more 
gradual decrease in the number of cells took place. 

Throughout the time of observation the number of 
mitoses and of cells in the old epithelium was greater 
in the area near the border of the wound than in the 
area further removed. 

The mitotic proliferation in the outgrowing epithe- 
lium showed in most cases a sharp rise in the period 
following the first three and a half days, and a max- 
imum was reached at the time of the closure of the 
wound. The number of mitoses often remained 
high for one or two days following the closure. Only 
then a sudden decline in the number of mitoses took 
place, while again there was a much more slow. dim- 
inution in the number of cells. In other cases the 
closure of the wound was directly followed by a 
sharp fall in the number of mitoses. 
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As far as the proliferation of the epithelial cells 
was concerned, there was a certain equilibrium 
between the new and the old epithelium. In the 
earlier periods of wound healing a remarkable num- 
ber of mitoses were observed in the old epithelium, 
while in the outgrowing epithelium only a few mi- 
toses were found. In the latter the mitotic prolifer- 
ation seemed to return almost to the normal level 
soon after closure of the wound, while in the out- 
growing epithelium it remained very active. How- 
ever, in both outgrowing and old epithelium the 
mitotic proliferation returned, as a rule, almost to 
the normal condition about fourteen days after 
operation. 

A comparison between the total number of mito- 
ses and cells in the new epithelium on the one hand 
and the two unit areas of the old epithelium on the 
other hand during the period of wound healing, 
showed that the absolute number of mitoses in the 
new epithelium was greater than the number in 
either of the two units of old epithelium, while the 
relative number of mitoses in one unit area of the 
new epithelium was always smaller than the number 
of mitoses in the first unit of the old epithelium, and 
usually smaller, though at other times larger, than 
the number of mitoses in the second unit area of the 
old epithelium. 

The larger wound caused a greater mitotic pro- 
liferation in both the new and the old epith lium 
than the smaller wound. Furthermore, in the larger 
wound the increase in the number of mitoses and 
of cells extended over a larger area in the old epithe- 
lium than in the smaller wound, Both the absolute 
and relative total numbers of mitoses and newly 
formed cells were therefore greater in the case of the 
larger wound than in the smaller wound and this 
difference was due mainly to the great difference in 
the proliferative energy between the two kinds of 
tissues in the period just preceding and following the 
wound closure. On the other hand, in the earlier 
and later period there was no noticeable difference 
in the number of mitoses and of cells. 

The more shallow the wound the more easily the 
epithelium moved over the defect in the early period 
following the creation of the wound and the larger 
the number of cells which moved into the defect. 
In the earlier period a greater increase took place in 
the number of mitoses and cells in the old epithe- 
lium in the more shallow wounds than in the deeper 
wounds, but just preceding the time of closure and 
in the latter half of wound healing the number of 
mitoses and cells was everywhere greater in the 
deeper than in the more shallow wounds. 

The variations in the size of the epithelial cells 
and nuclei were as a rule concordant with the varia- 
tions in the proliferative activity and the rapidity 
of movement of the cells. The cells and nuclei in the 
old epithelium adjoining the wound increased mark- 
edly in size on the second day following the creation 
of the wound and a maximum was reached in both 
the larger and the smaller as well as in the shallower 
and the deeper wounds at the time just preceding 
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and following the closure of the wounds. After the 
closure there was a sudden decrease in size and this 
decrease continued until, on the fourteenth day, the 
size of the cells and nuclei had again become nearly 
normal, 

The cells and nuclei in the outgrowing actively 
moving epithelium varied markedly in size and form 
in the different periods and at different places during 
the wound healing. A maximum in the size of the 
cells and nuclei was reached in the new epithelium at 
the time just preceding the closure, just as in the 
old epithelium. 

The form of the basal cell differed in the different 
periods of wound healing. In the old epithelium 
the form of the basal cell was always cylindrical as 
long as the cell proliferation was active, while soon 
after the decline in cell proliferation had set in the 
cells became gradually lower, and in rotation they 
assumed a spherical, a cuboidal, and at last a flat 
shape. Before the closure of the wound the cells in 
the new epithelium were always very low and ex- 
tremely elongated, especially in the larger wound, 
and this condition lasted as long as the cell move- 
ment continued very actively. After the closure, 
however, the cells became higher and higher, par- 
ticularly in the center, owing to the pressure which 
they exerted upon each other. 

The variations in the number of cell rows and in 
the thickness of the stratum germinativum were like- 
wise as a rule concordant with the variations in the 
proliferative activity as well as the energy of the cell 
movements and with the resulting variations in the 
size of the cells. Throughout the different periods 
the number of cell rows and the thickness of the 
stratum germinativum in the old epithelium were 
greatest at the wound border, and from here they 
gradually decreased toward the old epithelium as 
well as toward the defect. The number of cell rows 
as well as the thickness of the stratum germinativum 
gradually increased-up to a maximum which was 


_reached just before or after the time of closure of the 


wound, 

Soon after the wound closure a sudden decline 
usually took place. On the fourteenth day after 
operation the thickness of the stratum germinativum 
and the number of cell rows in the old epithelium 
were nearly restored to normal. In the new epithe- 
lium the number of cell rows and the thickness of the 
stratum germinativum showed a curve of variations 
similar to that in the old epithelium; the maximum 
was reached at about the same time as in the old 
epithelium or slightly later. In the case of the larger 
wounds the number of cell rows and the thickness of 
the stratum germinativum increased more markedly 
in the old epithelium, and this increase extended 
over a wider area in the old epithelium than in the 


' case of the smaller wounds, particularly in the first 


three and a half days following the operation. After 
the closure of the wound the figures were only very 
slightly greater in the large than in the small wounds. 

Before closure the increase in the thickness of the 
stratum germinativum and the number of cell 
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rows was greatest in the perforated wounds, but 
after the closure the difference as regards the number 
of cell rows and thickness of the stratum germinati- 
vum between perforated and deeper wounds on the 
one hand and shallower wounds on the other hand 
became much smaller. The thickness of the new 
epithelium was much greater in the deeper than in 
the more shallow wounds throughout the time of ob- 
servation, and especially in the latter half of wound 
healing a great difference was observed between the 
thickness of the new epithelium in the deeper and 
in the more shallow wounds. 

The curve representing the changes in the size of 
the cells and nuclei declined in both the new and old 
epithelium much more slowly than the curve repre- 
senting the number of mitoses. Inasmuch as the 
size of the cells and nuclei reached a higher maxi- 
mum in the new than in the old epithelium, the 
curve representing the decrease in size was much 
steeper in the new than in the old epithelium. Like- 
wise the curves were steeper in the larger wounds as 
compared with the smaller and in the deeper as com- 
pared with the more shallow wounds. The curve 
representing the thickness of the epithelium was sim- 
ilar to the curve representing the size of the cells. 
The thickness of the epithelium, however, decreased 
somewhat more rapidly than the size of the cells. 

In conclusion, Akaiwa states that the proliferative 
power of the epithelial cells as expressed in the num- 
ber of mitoses, the variations in the size of the cells 
and the thickness of epithelium depended to a great 
extent upon the closure of the wound and upon 
the distance from the wound; that it was differ- 
ent in the old, formerly resting, epithelium and in 
the new epithelium covering the defect; and that it 
varied with the size and depth of the wound. 

G. E. Bertiy. 


ROENTGENOLOGY AND RADIUM THERAPY 


Holmes, G. W., and Merrill, A. S.: The Treatment 
of Thyrotoxicosis by Means of the Roentgen 
Ray. J. Am. M. Ass., 1919, |xxiii, 1693. 


Following a brief review of the general principles 
and of the literature the writers consider their own 
cases in four groups. 

Group 1—Patients in whom very definite benefit 
ensued, apparently as the result of the treatment, 
and who are clinically well; 34 patients, 3 males and 
31 females. Ten of these patients were over 35 years 
of-age and 5 under 20 years. Two had been operated 
upon without complete relief. The longest dura- 
tion of treatment was thirty months, the shortest 
four months, and the average eight. A record of the 
metabolism showed a marked drop. In typical 
thyrotoxicosis the pulse follows the metabolism. 
Seventeen of the patients in this group gained in 
weight and 6 lost weight. The records for the others 
are incomplete. 

Group 2—Patients with definite but incomplete 
relief of symptoms; 68 patients, 3 males and 65 
females. Thirteen were over 35 years of age and 9 
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under 20 years. The others were between 20 and 
35. Ina few instances the diagnosis may have been 
incorrect but all of the cases were referred from the 
medical department for hyperthyroidism. The 
opinion as to the results is based upon a study of the 
records and the patient’s statement at the time of 
the last visit. The average number of treatments 
was less than in Group 1. 

Group 3—Patients who were unimproved or who 
became worse; 14 patients, all females and none 
under 20 years of age. Five were over 35 years. In 
2 instances the diagnosis was probably incorrect. 
One patient, who had only one treatment, died fol- 
lowing operation. Two died during treatment from 
intercurrent disease. Six had less than sufficient 
treatment. This makes 1o cases in which failure 
was not due entirely to the method of treatment. In 
two instances the results may be definitely classed 
as failures. One patient developed myxoedema from 
overtreatment, 

Group 4—Thirty-six cases selected from the three 
preceding groups which were studied somewhat com- 
pletely. At least one metabolism test was made in 
each case and in some the metabolism was deter- 
mined before and after treatment. Seventeen of 
these patients remained perfectly well and 13 were 
improved. In 4 cases the diagnosis was incorrect 
as proved by the metabolism test and the course of 
the disease. 

The technique of the treatment includes the use 
of an 8-in. spark gap and a filter of 4 mm. of aluminum 
and 1 mm. of leather. Three areas including the thy- 
mus are treated with two-thirds of an erythema dose. 
After 3 treatments three weeks apart an interval of 
three months should ensue before the second series 
is given. If at the end of another three months the 
symptoms have not disappeared sufficiently, a third 
series is indicated. The possible dangers are hypo- 
thyroidism and telangiectasis. The three-month 
interval serves to prevent the former, and the avoid- 
ance of erythema, the latter. The toxemia may in- 
crease to a dangerous degree from the first treat- 
ment. This must be guarded against by beginning 
with small doses preceded by rest in bed. Cases in 
which surgery has failed to effect a complete cure 
must be treated with caution because of the in- 
creased liability to hypothyroidism. 

The conclusions drawn are as follows: 

It is possible to decrease the activity of the thy- 
roid gland and probably also to destroy its glandu- 
lar structure by exposure to the roentgen ray. 

Roentgen-ray treatment of thyrotoxicosis relieves 
the symptoms and shortens the course of the 
disease. 

A study of the basal metabolism before and after 
treatment is of the greatest importance both as a 
means of diagnosis and as a check on the amount of 
treatment. 

The roentgen ray and rest should be tried in all 
cases of thyrotoxicosis and continued at least long 
enough to destroy the thymus before resort is had 
to surgery. D. R. Bowen. 








GYNECOLOGY 


UTERUS 


Freeman, L.: Suspension of the Uterus with a 
Strip of Fascia Lata in the Treatment of Pro- 
lapsus. Surg., Gynec. & Obst., 1919, xxix, 511. 

The operation described is similar to the sus- 
pension of the uterus by means of the round liga- 
ment except that a strip of fascia lata about 6 inches 
long is taken from a thigh and passed through the 
uterine muscle at the fundus just above the en- 
trance of the tubes, the free ends being passed 
through the recti muscles in a manner similar to the 
Gilliam suspension with the round ligament. 

The author states that this method has the fol- 
lowing advantages: 

1. The fascia lata is easy to obtain in any de- 
sired quantity. 

2. It is very strong and will not stretch to any 
appreciable extent, thus differing from the natural 
supporting ligaments of the uterus. 

3. It does not become absorbed, like catgut, but 
incorporates itself within the tissues and permanent- 
ly holds the uterus where it is placed. 

During the past few years the author has operated 
upon 11 cases according to the above technique. 
There have been no deaths but in several instances 
a ventral hernia has developed. C. H. Davis. 


Beclére: Radiotherapy of Uterine Fibromyomata; 
Results, Mode of Action, and Indications Ac- 
cording to the Statistics of 400 Personal Cases 
(La radiothérapie des fibromyomes ut¢rins, résultats, 
mode d’action, et indications d’aprés une statistique 
de 400 observations personnelles). Bull. gén. de 
thérap., 1919, clxx, 702. 


Of the 4oo patients 24.5 per cent were 50 years of 


age or over, 64 per cent between 40 and 50 years, and’ 


11.5 per cent between 30 and 40 years. 

Three hundred and thirty-eight of the 400 uteri 
treated were accessible to abdominal or vaginal 
palpation and more or less above the symphysis 
pubis. In about 84.5 per cent of the cases the 
growths were abdominal rather than pelvic. The 
predominant symptom was more or less copious 
metrorrhagia. 

The method employed was that of bi-weekly 
treatments with small dosage. At each treatment 2 
successive irradiations were given, one at the right 
and the other at the left of the median abdominal 
line. Each irradiation was localized to a circular 
area about 10 cm. in diameter. The focal distance 
of the ray varied from 18 to 22 cm. above the center 
of the surface treated. The Coolidge tube with a 
current of 3 ma. was employed. Each irradiation 
lasted five minutes at the most. Some slight modi- 
fications in the established technique were made. 


The thickness of the aluminum filter was increased 
to 5mm. Therefore, even with a 3 ma. current. the 
raying did not exceed 3 Holzknecht units. In 60 per 
cent of the cases the treatment did not call for more 
than 12 to 14 sittings and lasted only from two to 
three months. 

As regards results, the author states that in only 
4 instances was the patient obliged to undergo a 
subsequent surgical operation owing to persistence 
of the metrorrhagia. Recently, with better technique, 
all such results have been avoided. In every other 
case the metrorrhagia ceased and there were the 
usual heat flushes of the menopause. Usually this 
induced menopause remained definite, but in 12 per 
cent of the cases it was only temporary, the menses 
returning after an interval of several months or a 
year. Even in these cases, however, there was a 
return of amenorrhoea and in the majority a later 
persisting menopause. 

In all cases the uterine tumor was not only 
arrested but was diminished in volume. In 278 of 
the cases in which the result was studied carefully a 
lowering of the upper pole of the fibromatous uterus 
ranging from 1 to 16 cm. was observed at the end of 
treatment, the fall in the majority of the cases being 
from 5 to 10 cm. 

The reduction in the volume of palpable uterine 
tumors began with the first treatments and was 
often appreciable by the third or even the second. 
The upper pole decreased in size at the rate of about 
I cm. per week. 

Beclére takes the view generally supported. in 
France that the X-rays have a primary and direct 
effect upon fibromyomata quite apart from their 
action in bringing about ovarian castration. 

The results in the cases reported show that radio- 
therapy of fibromyomata is efficacious both before 
and after the fortieth year of age for voluminous as 
well as for small tumors, and for patients with nor- 
mal menstruation as well as for those with metror- 
rhagia. 

Except when conditions imperiously demand 
surgical intervention, Beclére considers radiotherapy 
applicable to all uterine fibromyomata. 

W. A. BRENNAN 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Chapple, H.: Salpingitis. Guy’s Hosp. Gaz., 1919, 
XXXill, 343. 

The author quotes a history and states that 
similar symptoms may be present in three con- 
ditions: (1) acute salpingitis, (2) acute appendicitis, 
and (3) extra-uterine pregnancy. 

The differential diagnosis is of importance as the 
second and third demand immediate surgery where- 
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as the first does not, except under certain definite 
conditions. 

In making the diagnosis reliance must be placed 
on the history, pain, uterine hemorrhage, the 
vaginal examination, the pulse, and the findings 
revealed by an incision through the posterior fornix 
into the pouch of Douglas. 

Acute salpingitis is most apt to follow an abor- 
tion or labor, uterine instrumentation, or an attack 
of gonorrhoea. A definite history of gonorrhoea with 
the detection of the organisms in a smear from the 
urethra or cervix is very valuable information. 
At the same time it should be remembered that an 
attack of gonorrhcea in women is frequently not 
attended with marked acute symptoms as in the 
male, but is oftén comparatively slight and may 
pass almost unnoticed. The detection of gonococci 
in the urethral or cervical discharge will, of course, 
be definite evidence, but it should not be forgotten 
that they are not always easily detected after the 
lapse of a little time. 

In acute appendicitis the onset is usually sudden, 
and the first symptom is nearly always abdominal 
pain. 

In extra-uterine gestation there are three histories: 
there may have been amenorrhoea of some six or 
eight weeks’ duration, though this is not by any 
means always the case; rupture of the sac may occur 
before the time of the next menstrual period; or the 
first sign may be a period of unusual length accom- 
panied by severe pain. 

The pain of acute salpingitis is often very severe, 
referred to the lower abdomen, and usually bilateral 
in position. Too much stress should not be laid on 
its bilateral nature, however, as in several cases 
the symptoms have been markedly unilateral. 

The pain of appendicitis may be more or less 
general at first or referred to the region of the 
umbilicus, but usually settles down fairly soon to 
the region of the appendix and becomes more or 
less localized to the neighborhood of that struc- 
ture. 

The pain of ectopic pregnancy may also be very 
severe. The author draws attention to the fact that 
in this condition 7 cases out of ro result in the forma- 
tion of a tubal mole, and as this may not rupture or 
cause profuse -intra-abdominal bleeding for several 
days, the pain is. intermittent in character and 
occurs when there is a leakage of blood into the 
pelvic peritoneum. Of course, if the extra-uterine 
pregnancy ends by rupturing into the abdomen, the 
pain is severe and more continuous. One striking 
characteristic of such cases which has been noticed 
often is that the abdomen contains free blood and 
is very tender, but not rigid. 

If in acute salpingitis the uterine body is also 
markedly affected, there is irregular bleeding from 
the uterus. In appendicitis is no such irregularity. 
In ectopic gestation, when the pregnancy is inter- 
fered with, the decidua is cast off from the uterus, 
an almost characteristic dark ‘‘prune juice” dis- 

‘charge occurs, and a cast of the uterine cavity may 
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be thrown off either in one large piece or in a num- 
ber of smaller fragments. In the cases that end 
by early primary rupture there will be no uterine 
hemorrhage until the decidua of the uterus is cast 
off, which may not be until two or three days after 
the rupture of the sac. 

In the examination of a case of acute salpingitis 
at the onset no definite pelvic lump will be found, 
but gentle digital examination of the posterior 
fornix will produce a considerable amount of pain, 
especially if the uterus is moved and the tubes are 
handled. A little later, as the tubes and ovaries 
are drawn down into the pouch of Douglas or an 
exudate is poured out into that space, a definite, 
very tender mass will be felt. 

In appendicitis, unless the appendix is low down 
in the posterior pouch, it will be possible to manip- 
ulate the uterus apart from the affected organ. In 
ectopic pregnancy, if there is a tubal mole, a definite 
mass will be felt. In the early stage of a ruptured 
ectopic pregnancy, however, there will be no mass 
but a collection of blood which will be detected 
vaginally either as a fluid filling the pouch of 
Douglas or as a definite hematocele, according to 
the degree of clotting present. The pulse rate in 
acute salpingitis should correspond to the tem- 
perature. A rising pulse rate is a definite indication 
for surgical treatment as it is one of the signs of a 
spreading peritonitis or a severe type of infection. 

In appendicitis a rising pulse rate is a definite 
danger signal that things are going wrong. In an 
extra-uterine gestation a rising pulse is an indication 
of intra-abdominal bleeding and demands immediate 
laparotomy. The author emphasizes once again 
the importance in all three conditions of dealing 
with the trouble before the pulse rate has risen to 
any great extent. 

If in acute salpingitis or appendicitis situated low 
in the pelvis an exudate has been passed out, an 
incision through the posterior fornix into the pouch 
of Douglas will reveal free pus, and in the case of an 
ectopic pregnancy the presence of blood. 

The best treatment of acute salpingitis is not 
immediate surgery except under three conditions: 
(1) when the diagnosis is doubtful and cannot be 
made definitely; (2) when there is evidence of a 
spreading peritonitis or the patient is getting worse; 
and (3) when there is a collection of pus in the pouch 
of Douglas. 

The author’s reasons for this statement are as 
follows: . 

t. Patients often recover from acute salpingitis 
which, as a rule, is not fatal. This is especially true 
of the gonorrhoeal variety which tends to localize 
in the pelvis and does not often spread to a general 
peritonitis. On three occasions the author has 
opened the abdomen in young women and has seen 
pus exuding from both fallopian tubes. As the 
patients were young he did not remove the tubes, 
but merely drained the pelvis and closed the 
abdomen. Since then each of these patients has 
had children. 
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2. The disease tends to become localized and if 
surgery is delayed until this has occurred there will 
be a definite lesion to operate upon and the surgeon 
will not find himself in the awkward position of 
wondering how much or how little he should remove. 
In the cases of young women it is vitally important 
that no more of the pelvic organs is removed than 
is absolutely necessary. 

3. The risk of the operation and the chance of 
wound infection and subsequent hernia, etc., are 
soon diminished as the virulence of the organisms 
very rapidly becomes less. In old cases the tube 
contents are very frequently sterile. C.H. Davis. 


EXTERNAL GENITALIA 


Ley, G.: A Case of Congenital Teratoblastoma of 
the Vulva (Rhabdomyoma). Proc. Roy Soc. 
Med., Lond., 1919, xii, Sect. Obst. & Gynec., 190. 


The author reports a rhabdomyoma in a child five 
weeks of age. On examination a large tumor was 
discovered beneath the skin of the mons veneris, the 
labia majora, the vestibule, the anterior parts of the 
labia minora, and the clitoris, displacing these 
structures forward. Projecting posteriorly behind 
the urethral orifice, which was seen as a slit slightly 
to the right of the midline, was a soft, reddish brown, 
superficially ulcerated mass which had a deep attach- 
ment passing posteriorly to the urethral orifice. On 
lifting up the tumor there appeared to be a vaginal 
orifice in the form of a transverse slit extending the 
whole width of the posterior margin of the tumor. 

The tumor with its pedicle which included the 
urethra itself was excised and-the neck of the 
bladder brought down and stitched to the sur- 
rounding skin and posteriorly to the greatly widened 
vaginal orifice. The child died suddenly, about 
one-half hour after the operation was completed. 

In the neoplasm fibrous interstitial tissue and in- 
voluntary and voluntary muscle and nerves were 
found. It therefore contained mesoblastic and 
epiblastic derivatives. The tissue of which it was 
composed, i.e., connective tissue, muscle, and nerve, 
are tissues normally found in the site of origin. It 
is most probable, therefore, that it was a terato- 
blastoma and not an incomplete teratoma. The 
fibrous tissue was somewhat embryonic in type. A 
great deal of the voluntary muscle was certainly 
embryonic as it had a homogeneous core containing 
numerous nuclei, and fibrils were confined to 
the periphery. The tumor did not appear to be 
malignant. C. H. Davis. 

MISCELLANEOUS 


Rojas, D. A.: The Wassermann Reaction in Wo- 
man’s Milk (La reaccié6n de Wassermann en le 
leche de mujer). Semana med., 1919, xxvi, 100. 


Since it is often of great importance to establish 
definitely the presence or absence of syphilis when 
the patient is not aware of its presence or denies it, 
and since it is not always desirable to let the patient 
know that such investigations are being made, 
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Rojas considers the advisability in the case of 
women of making the test on'the milk as most 
persens understand the purpose for which the blood 
specimen is taken. 

Rojas obtained his specimens during the last 
months of pregnancy or not later than fifteen days 
after parturition in the cases of 28 women. 

For this study all the reactions but one were con- 
trolled by a test of the blood serum. Seven tests 
were frankly positive in both milk and blood. In 
one case the test of the blood was positive and that 
of the milk negative. In two cases the test of the 
blood was definitely positive but in the milk the 
reaction was only slight. In four cases the results 
were negative in both blood and milk. Six tests 
were negative when made on blood but slightly 
positive when made on the milk. In one case there 
was retarded hemolysis in the blood and a positive 
reaction in the milk. In two cases the reactions in 
both blood and milk were very weak. In another 
there was delayed hemolysis in the blood and the 
test of the milk was negative. 

Rojas followed the original technique of Wasser- 
mann, titrating the amboceptor and the antigen but 
not the complement. The specimen was obtained by 
milking it into a sterile test tube after the nipple 
has been washed with alcohol and sterile water. 
It was then centrifugalized for a few minutes at 
2,500 revolutions per second to separate the cream. 
The tests were made on the remainder. 

M. M. MaAtTHIEs. 


Marajicn, G.: The Critical Age; A Biological and 
Clinical Study (La Edad Critica). Madrid: 1919. 
The proposition which Marafion proposes to 
demonstrate is as follows: The menopause does not 
depend simply on insufficiency of the genital gland, 
as has come to be admitted also by other authors. 
but is the expression of an endocrine crisis, complex 
and variable. In this crisis insufficiency of the 


genital gland is the central element, but at the same 


time is associated with other glandular disturbances. 

This theory Marafion calls the “pluriglandular 
theory”’ of the menopause as he concludes that all the 
glands of internal secretion take part in the syndrome. 
one compensating for another as occasion arises. 
In his judgment, the three glands particularly con- 
cerned are the ovary, the thyroid, and the suprarenal. 
The hypophysis he considers of secondary importance. 


THE OVARIAN FACTOR 


The fundamental element in the menopause is 
insufficiency of the ovary which corresponds 
directly to the histological alteration of the ovary. 
This decadence of the ovary Marafion believes is 
induced by changes in the thyroid and suprarenal 
glands and coincides also with the functional 
regression of the hypophysis. 

The ovarian secretion is not a single chemical 
entity, but a complex group of hormones having 
very different activities. These may be divided into 
genital hormones, sexual hormones, and general 
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hormones. The genital hormones control particulatly 
the menstrual process, the sexual hormones conserve 
the morphological sex characteristics, and the 
general hormones assist in all the functions of the 
organism. These types of ovarian hormones 
correspond to analogous but less differentiated 
hormones of the testis. 

The extirpation of the ovaries during the period 
of growth gives immediate evidence of the failure of 
these types of hormone activity. If in place of a 
total and abrupt pathologic suppression of the 
ovarian function, the suppression is gradual or 
physiologic, as in the. menopause, the insufficiency 
of some of them is made up by others from distant 
sources. This explains the error of considering under 
one head all the disturbances which characterize 
the menopause. 

The failure of the menses indicates the dis- 
appearance only of the genital hormones which are 
probably elaborated in the corpora lutea. The other 
hormones, which apparently are produced in the 
follicular and interstitial tissues, may either still 
persist, or disappear first, as the various clinical 
symptoms show. The menopause does not begin 
with the irregularity of the catamenia, but long 
before. with the appearance of the various general 
disturbances. These, according to the pluriglandular 
theory, must be considered legitimate symptoms 
of the menopause. The general symptoms of 
the failure of the ovarian hormones also persist 
long after the complete suppression of the menses. 
Therefore, the menopause must be _ considered 
only a phase of the critical age, and not synonymous 
with it. The critical age is divided into three 
periods: the premenopause, the menopause and 
the postmenopause. 

It has been suggested by some authors that the 
declination of ovarian activity is preceded by a 
period of hyperactivity. This Marafion does not 
consider true, but he does believe that the period is 
characterized by irregular fluctuations of activity 
as the critical age is characterized by instability. 


THE THYROID FACTOR 


The thyroid always intervenes in the menopause 
with greater or less intensity. In fact, the relation 
between the ovaries and the thyroid is very close as 
is manifested at puberty, during menstruation, and 
in pregnancy. This activity of the thyroid may 
present itself as a hypothyroidism, a hyperthy- 
roidism, or the mixture of the two called dysthy- 
roidism. Why the same factor (failure of the 
ovarian function) should give rise to such different 
results is not known, but it may be due to the previ- 
ous condition of the endocrine system. 

With ovarian insufficiency hypothyroidism is 
much more frequent in young women, while 
hyperthyroidism is more common in adults. By a 
series of experiments the author showed that 
certain climacteric symptoms which have been 
considered directly dependent on the lack of ovarian 
secretion are really symptoms of hyperthyroidism. 
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A large percentage of women with hyperthyroid- 
ism begin to show these symptoms during the 
menopause and those who wete so affected before 
suffer an aggravation of the condition when the 
crisis is reached. 

Emotions, infections, and therapeutic abuses all 
have a tendency to increase the hyperthyroidism 
of the menopause. 

Usually the hyperthyroidism of the menopause is 
transitory, but sometimes it persists. In other cases 
it decreases to a thyroid insufficiency and even true 
myxcedema. ; 

The hypothyroid reaction in the critical age is 
rare, but may occur in women who have suffered 
from hypothyroidism before. Even in these patients, 
however, brief signs of hyperthyroidism are often 
observed during the early stage of the crisis. thus 
presenting the picture of thyroid instability. 
In other cases this instability may be the permanent 
climacteric reaction of the thyroid. 


THE SUPRARENAL FACTOR 

The third factor in the menopause, the suprarenal, 
which is as constant an element of the crisis of the 
menopause as the thyroid, is responsible for a good 
part of the critical symptomatology and may 
acquile a pathologic intensity giving rise to char- 
acteristic symptoms. The reaction of the suprarenal 
gland is either hype:function or hypofunction, but 
the former is predominant, in fact almost con- 
stant. 

In general, the secretion is due to total suprarenal 
hyperplasia, and consequently there are symptoms 
of both cortical and medullary hyperfunction. 

The suprarenal gland does not follow the develop- 
ment of the other organs, but continues to increase 
in size and activity after the iortieth year. From a 
study of the behavior of the suprarenal gland after 
castration it appears evident that this hyper- 
function is related to the decadence of the sexual 
function. 

The symptoms of hypermedullary suprarenal 
activity in the adult are hypertension, which is 
sometimes accompanied by other circulatory dis- 
turbances, hyperglycemia, a tendency toward 
glycosuria, and tremor. In the menopause, even 
when there is no arteriosclerosis or other pathologic 
cause for it, hypertension is almost constantly 
present. 

Nearly all the cases of hypertonic diabetes are 
seen during the menopause and are similar to those 
of supratenal origin. Sometimes the reaction is not 
sufficient to produce glycosuria but the hypertension 
is accompanied by glycemia. During the menopause 
tremor is a manifestation frequently observed with 
the hypertension and hyperglycemia, and often 
with symptoms of hyperthyroidism. 

The hypercortical syndrome is manifest in women 
by the development of the masculine secondary sex 
characteristics, and in men by accentuation of the 
virile characteristics. The same changes are 
observed in many women during the menopause. 
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By experiment Marafion determined that there is 
more adrenalin in the circulating blood of a healthy 
woman during the menopause than in the blood of a 
healthy young or old woman. He demonstrated 
also the suprarenal origin of climacteric diabetes and 
cholesterinemia. 

While hypersuprarenalism is the usual finding 
during the menopause, suprarenal insufficiency is 
very rare at this time. .The condition is quite 
common in young women, however, and may grow 
worse when they reach the critical age. Occasionally 
at the menopause there is an isolated symptom of 
suprarenal insufficiency, i.e., melanoderma. 


THE PITUITARY FACTOR 

The epiphysis cerebri and the thymus having been 
gone since puberty and the pancreas following the 
general law and retrograding at the critical age, 
thereby merely favoring the appearance of glycosu- 
ria without having any characteristic influence, 
there remains only the consideration of the hy- 
pophysis. 

All of the indications lead to the assumption 
that the extinction of sexual activity is accom- 
panied or preceded by the parallel extinction of the 
activity of the hypophysis. This the author finds so 
constant that he sets down hypopituitarism along- 
side hyperthyroidism and hypersuprarenalism as 
completing the pathogenic basis for the majority of 
cases of normal menopause. 

This hypopituitarism is shown by two symptoms, 
obesity and the weakening of the genital function. 
In the menopause this supposed hypophyseal 
insufficiency is perhaps the primary element of the 
crisis, contributing to the stopping of the menstrual 
function and, with the genital insufficiency and 
perhaps with the thyroid, working to produce the 
obesity of the menopause. When this insufficiency 
is very great the obesity may retrograde rapidly to 
an extreme emaciation. The hypophysis worn out 
by the forced labor of repeated pregnancies, has 
definitely ceased to function at all. 

The final symptom of hypopituitarism is diabetes 
insipidus, or at least, transitory polyuria, which is 
_ observed during the menopause. 


THE IMPORTANCE OF PREDISPOSITION (TEMPERA- 
MENT) AND INFECTIONS 

Some diseases tend to begin at the menopause and 
others, already present, may be aggravated, but the 
essential symptoms are expressions of the endocrine 
disturbances which make up the crisis. There is 
probably always some difficulty at this period, but 
the menopause should not be considered pathologic 
unless the woman is inconvenienced to the point of 
seeking the aid of a physician. Why should these 
disturbances be so slight sometimes, and sometimes 
so severe? Because the menopause is influenced by 
the factors which act in all the endocrine states. 
These are deteimined by the previous sexual life, 
the woman’s temperament and disposition, infection, 
intoxication, and emotions. 


. plications of the crisis. 
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EMOTION IN THE CRITICAL AGE 


It is in the critical age that the importance of the 
emotional states is most clearly recognizable as an 
etiological factor. Patients suffering from diseases 
of the endocrine glands often date their illness to an 
emotional disturbance, and if they do not, the history 
of such a state can usually be brought out by a little 
questioning. It is further to be noticed that the 
symptoms of these diseases express themselves in 
the same way as the emotional states. From these 
data it is evident that the relation between the 
endocrine organs and the emotions is exceedingly 
close. For instance, a suitable injection of adrenalin 
will bring on phenomena similar to those of violent 
emotion, i.e., pallor, tremor, palpitation, etc. 

Every emotion has an organic basis and it is only 
the psychic factor which distinguishes one from 
another. For purposes of pathology and etiology 
only emotion in general need be considered. The 
cerebral process is followed by a functional altera- 
tion of the endocrine glands, the cerebral stimulation: 
being transmitted by the neuroglia. Whether an 
emotional state ensues depends upon the power of 
the stimulus and the temperament of the subject. 
Thus a cerebral process of joy or sorrow becomes an 
emotion by hyperfunction of the thyroid or the 
suprarenals. The greater or less predisposition to 
emotion depends, therefore, upon the facility of 
reaction of the endocrine glands. The etiological 
influence of emotion is also perfectly clear, but the 
symptoms are always those of endocrine disturbance. 

Now, as has already been shown, in the menopause 
hyperthyroidism and hypersuprarenalism predom- 
inate —the same elements which are concerned 
particularly in the mechanism of emotion — and 
emotional instability, even to a complete change of 
the former character, is one of the principal com- 
On the other hand, the most 
complicated cases are those of women who have 
suffered sudden or prolonged emotional stresses 
in the years before the crisis. To complement the 
importance of the etiological function of emotion 
in the menopause, we find the woman in a period 
of her life when causes for emotion are most abun- 
dant, not the least important of these being the 
realization that her own youth is gone. 


CHRONOLOGY; EARLY AND LATE MENOPAUSE 


It is not possible to give definite dates for either 
the onset or the duration of the critical age, but the 
most intense phenomena of the crisis are usually 
developed between the forty-fifth and fifty-fifth 
years, though some women arrive at the menopause 
very early and others very late. It is a matter of 
common belief that the early appearance of the 
menses implies an early menopause but this has been 
shown not to be true. 

There is often great similarity between the 
symptoms of puberty and the symptoms of the 
menopause, and the type of menstruation markedly 
influences the crisis. Women with abundant and 
regular menses come to the menopause later than 
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those with insufficient ovarian function. The 
sexual life and the social condition of the woman, as 
well as her personal characteristics, also influence 
the onset of the menopause. Climate seems to have 
no particular bearing, but the former state of health 
is of very great importance. Chlorosis, syphilis, and 
other general and local infections, and especially the 
endocrine diseases, having a marked effect upon the 
coming of the climacteric. All cases of precocious or 
delayed suppression of the menses, however, may 
not be the true menopause. The menses may be 
absent from other causes than-the polyglandular 
complex which characterizes the critical age, and 
periodic hemorrhages may continue to occur after 
the menopause is established. 

The duration of the critical age is also extremely 
variable, lasting one, two, or more years, without 
warranting the assumption that it is pathologic. 


GENITAL SYMPTOMS 


The symptoms of the climacteric may be divided 
into groups according to the organic systems of the 
body. Those most constantly encountered are the 
genital, the circulatory, the nervous, and the 
metabolic. Less important are the digestive and 
the cutaneous. At times all the other organs may be 
involved. 

The most marked genital symptom is the be- 
havior of the menses. The majority of women 
have hemorrhagic menstruation at intervals of 
more than twenty-one days for some time before the 
suppression, and in the amenorrhoeic intervals and 
after the final disappearance of the menses the 
periodic subjective symptoms may persist. Ordinari- 
ly these hemorrhages do not disturb the general 
health to any great extent, but involution chlorosis 
may occur and also occasionally extreme nervous 
depression may follow. 

The gynecologist has emphasized the importance 
of suspecting cancer at these hemorrhagic periods of 
the menopause, but in many instances there is no 
anatomical lesion to account for them. Such 
hemorrhages have been considered an expression of 
hyperfunction of the ovaries. It is, however, ovarian, 
or rather, leutein insufficiency which causes them, 
for it is the hormone from the corpus luteum which 
causes suppression of the menses during pregnancy 
and the lack of this hormone which permits the 
excessive bleeding. The endocrine glands also take 
part in disturbances of the coagulability of the 
blood, and therefore during the menopause there 
may be a light state of hemophilia. Ovarian ex- 
tracts have coagulant properties which are bene- 
ficial in such cases. Secondarily, the hypertension of 
the blood vessels which is often present operates 
to increase the hemorrhage. 

The types of cases in which there is gradual 
diminution of the menstrual flow and in which the 
menses are intermittant may be explained by the 
same theory. There remains the abrupt meno- 
pause. This may follow upon an acute illness or an 
intense emotional state and is easily explained by 
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the mechanism of emotion. The endocrine state 
induced by strong emotion stimulates the endocrine 
complex of the menopause, and if the emotion is 
sufficiently powerful, or a predisposition is present, 
permanent menopause is the result. 

Corresponding morphological alterations also 
occur. The uterus, first slightly enlarged, gradually 
atrophies and the vagina and external genitalia 
undergo characteristic changes. 

One of the most annoying symptoms of the meno- 
pause is leucorrhoea. Often it is an indication of 
inflammatory lesions, but it may occur periodically 
without other symptoms or ulterior consequences. 
Inflammations and neoplasms are not symptoms but 
rather complications of the crisis which must be 
mentioned because of their frequent occurrence 
at this time. The benign tumors tend to decrease 
in size after the menopause, the internal secretion 
of the ovary being apparently the determining factor 
of their growth. With respect to carcinoma, its 
beginning is often coincident with the beginning of 
the menopause, and a thorough gynecological 
examination should be made upon the least suspicion 
that the flow is not of endocrine origin in order that 
treatment may be undertaken early. 

Very curious manifestations of the menopause are 
the vicarious hemorrhages. The most numerous are 
the hemorrhoidal, and next, in the order named, 
epistaxis, melena, hematemesis, hemoptysis, and 
mammary hemorrhages. Vicarious hemorrhage is 
always a pathologic phenomenon due to the hyper- 
tension of the circulation and a point of lessened 
resistance due to former lesions. 

Rectal haemorrhages are usually benign, originat- 
ing from hemorrhoids, but carcinoma of the rectum 
or sigmoid must not be overlooked. Epistaxis is 
practically always benign. With melena the prog- 
nosis must be guarded lest it be an early symptom 
of malignancy. This is true also of hematemesis 
and hemoptysis which may be manifestations of 
cancer, ulcer, or a reactivated tuberculous focus. 
Vicarious mammary hemorrhages are very rare. 

The breasts undergo changes during the meno- 
pause; fat is deposited in the retromammary 
region, but the glandular tissue is usually not al- 
tered, although true hypertrophy does sometimes 
occur. Atrophy does not take place until much later 
and is a symptom of senility. Many women complain 
of paresthesia of the breast, and particularly of the 
nipple. 

The period of the menopause is propitious for the 
development of mammary tumors. Although benign 
neoplasms may undergo carcinomatous degenera- 
tion, the prognosis is usually favorable, and oc- 
casionally they finally disappear. The malignant 
tumors are very common but their relation to the 
menopause is purely coincidental. 


CIRCULATORY SYMPTOMS 
The climacteric hypertension is the fundamental 
phenomenon of the complicated circulatory sympto- 
matology which many women present at this time. 
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It is extraordinarily frequent, practically constant. 
A normal or subnormal tension is found only in 
women who suffer from anemia, Addison’s disease, 
tuberculosis, etc., and even these have a moderate 
and transitory hypertension on the days just pre- 
ceding the period or at the time of a missed period. 
This hypertension begins sometimes before the 
menstrual disturbance and afterward disappears 
unless it continues as a senile hypertension due to 
arterial lesions. Its intensity is extremely variable 
and may be high without the presence of circulatory 
or renal lesions. As Culbertson has shown, the 
elevation of the diastolic pressure in the climacteric 
hypertension is not so great as that of the systolic. 
The fundamental characteristic of the hypertension 
of the crisis, however, is its instability, as it is ac- 
centuated during the days of menstruation and in- 
fluenced by various factors, especially the emotions. 

The cause of the hypertension must be sought in 
the endocrine factors which regulate the arterial 
pressure. The suprarenal and pituitary secretions 
being hypertensors, and the thyroid and ovarian 
being hypotensors, we have in the menopause a 
diminution of the hypotensor secretion of the 
ovary and an almost constant increase of the hyper- 
tensor secretion of the suprarenals. 

Many women tolerate this hypertension without 
any subjective symptoms whatever, while others 
complain of headaches and palpitations which are 
especially troublesome at night. The vasomotor 
disturbances which constitute one of the most char- 
acteristic manifestations of climacteric pathology 
are also related to the hypertension. These are 
usually described as hot flashes or a feeling of 
suffocation. The sensation of heat is sometimes 
followed by profuse perspiration, especially of the 
head and limbs, and finally by a slight chill. The 
relation between the hypertension and the vasomo- 
tor disturbances, however, is not that of cause and 
effect, as some authors affirm, because: (1) the 
hypertension due to other causes does not produce 
hot flashes; (2) the intensity of the climacteric 
hypertension does not parallel the intensity of the 
vasomotor disturbances; (3) in advanced periods of 
the menopause the sensation of suffocation ceases 
. but the hypertension persists; and (4) the injection 
of adrenalin always produces increased arterial 
tension but not always vasomotor disturbances. 
The cause of the disturbances in question is a 
vasomotor instability produced by the combined 
action of suprarenal and thyroid hormones. For this 
reason hypertension due to arteriosclerosis or 
nephritis is not accompanied by symptoms of 
suffocation unless a hyperthyroid factor is present. 
On the other hand, it is one of the most frequent 
symptoms of Basedow’s disease, especially if hy- 
pertension also is present. For the same reasons the 
suffocations are vehement during the menopause in 
women who have even a very slight tendency toward 
hyperthyroidism. The same organic base that un- 
derlies emotion and the menopause, therefore, 
is responsible also for these vasomotor disturbances: 
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i.e., the thyroid and suprarenal instability, the 
principal tendency being toward hyperfunction. 

The vasomotor instability sometimes causes 
spots on the skin resembling urticaria which in 
many instances are localized exclusively in the 
region of the thyroid. 

A very constant symptom of the menopause is 
tachycardia, either simple, without subjective 
sensations, or paroxysmal, with sensations of violent 
palpitation, oppression, anguish, etc. The patho- 
genic mechanism of the simple tachycardia is hyper- 
thyroidism, and the paroxysmal type is due to a 
special reaction of the heart to hyperthyroidism and 
hyperadrenalinemia. 

Interesting phenomena at this time of life are car- 
diac insufficiencies, either subacute or sudden. The 
former occur in women with heart lesions that have 
been habitually compensated. It can be readily 
understood that the abrupt and repeated changes of 
tension and the intense vasomotor reactions of the 
climacteric might undo a circulatory equilibrium 
even slightly unstable. Equilibrium may be re- 
established in some of these cases after the crisis 
but not inallofthem. The acute type of circulatory 
insufficiency comes on suddenly as an abrupt asys- 
tole, brought on sometimes by very insignificant 
causes. Repeated grave attacks, however, imply a 
lesion of the myocardium which is not due to the 
menopause, and this is especially true if angina 
pectoris is present. 

Apoplexy during the menopause is rare, and when 
it does occur the lesions of the arteries have been 
present before the crisis. The same is true of ar- 
teriosclerosis. ‘True arteriosclerosis, however, is apt 
to occur in women whose menopause is character- 
ized by intense emotional states—hyperfunction 
of the suprarenals. In addition, hypercholesterin- 
wmia is almost constant in the menopause because 
of the hyperplasia of the suprarenal cortex, and 
this condition also favors the production of arteri- 
osclerosis. The menopause, therefore, is a predis- 
posing cause of arteriosclerosis and _ re-enforces 
actively the other etiological factors. 


SYMPTOMS OF THE NERVOUS SYSTEM 

The nervous symptoms are prominent during the 
menopause and many of them are painful. Neuralgia 
affecting distinct nerve regions of the body is 
common. Migraine and headache from the hyper- 
tension may be very severe. Many women com- 
plain of pain in the bones, especially of the sacral 
and lumber portions of the spine. This bone pain 
is due to ovarian disturbance and is amenable to 
ovarian therapy. 

Very characteristic of the symptomatology of the 
menopause is a feeling of weakness or weariness. 
This symptom is often present in thyroid or suprare- 
nal insufficiency and occurs during the crisis when 
there is primarily or secondarily a deficient produc- 
tion of adrenalin. 

Paresthesias are common, especially sensations 
of formication and numbness. 
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Generalized pruritis at this age is often a mani- 
festation of diabetes, and even though there is no 
glycosuria a hyperglycemia can be demonstrated in 
a certain number of cases. 

Localized pruritis is usually vulvar. Kraurosis 
vulvz is directly dependent on ovarian insufficiency. 

There may be disturbances of any or all the 
special senses, and especially at this time the 
subjective phenomena of deafness begin. Dizziness 
of all degrees may occur at the menopause and 
depends upon the circulatory and nervous instability 
and the digestive troubles common to this period. 
Insomnia is often complained of and may be ex- 
treme. The pathogenic factor in the condition is 
hyperthyroidism. The tendency to somnolence 
which is sometimes present occurs in women who 
have thyroid insufficiency. 


PSYCHIC SYMPTOMS 


It is evident that the normal psychology of a 
woman is intimately related to her endocrine con- 
stitution and particularly to the secretion of the 
ovary. In adult life, therefore, the sexual psy- 
chology is dependent upon the intensity of the activ- 
ity of one or another hormone group in earlier 
years, and upon the accidental changes which may 
occur in these groups in the course of time depend the 
morphologic and psychologic variations which are 
sometimes experienced. The critical age is one of 
the times at which such changes occur almost as a 
normal phenomenon. Marked psychic disturbances 
are therefore to be expected during the endocrine 
crisis of the menopause. 

These can be divided into two groups. The 
first includes the psychic modifications which are 
directly dependent on the menopause and are 
transient. In the second group are the definite 
psychopathies and neuroses which may occasionally 
appear during the crisis. The latter are merely 
complications of the menopause; the former are 
symptoms. 

Nearly all women suffer at the menopause from 
emotional instability, and this may be the only 
psychic disturbance. During the crisis all the emo- 
tional stimulants—sorrow, joy, fear, impatience— 
put the organism into vibration, sometimes vio- 
lently. Impatience, especially, is characteristic of 
the psychic state of the climacteric. Indubitably 
this emotional state is due to the thyrosuprarenal 
instability of the early part of the menopause. 
When there is thyroid and suprarenal hypofunction 
depressed states are to be expected. These disturbed 
states, however, are evanescent and after the meno- 
pause subside to complete serenity. 

The gradual diminution of the sexual impulse is 
normal at the menopause the function simply being 
abolished as the organ disappears. In the human 
subject this loss may make sexual relations in- 
tolerable and may be the cause of true nervous dis- 
ease and many domestic infelicities. In some wom- 
en whose ovarian function has been energetic 
there may be a state of melancholy due to the lack of 
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ovarian hormones which is comparable to the effect 
of sudden deprivation of a drug. In women who 
have no interests aside from their personal at- 
tractions there is often an intense fear of growing 
old. This psychic state may lead to religious ex- 
altation, the wearing of clothing and the use of 
cosmetics inappropriate to the woman’s age, the fic- 
tion of amatory episodes, or even false pregnancies. 

The study of the increase of libido during the 
menopause is very suggestive. In this both organic 
and psychic factors are concerned. The organic is 
the internal secretion of the ovary which is dis- 
charged with great irregularity, due to the instability 
which characterizes the latter stages of the activity 
of this organ. Another organic cause are vulvar 
and vaginal lesions which produce local hyper- 
esthesia. Among the psychic factois must be 
considered the late or secondary romanticism which 
is the rock on which so many women shatter their 
happiness in- the dangerous age. Another cir- 
cumstance to be considered is masculine solicitude, 
many men preferring women of full maturity. 

It remains finally to state that the conservation of 
the amorous affections after the period when they 
usually end is not abnormal but simply the physio- 
logical correspondence to the secretion from an 
ovary abnormally conserved. 

In some cases at the menopause there is a tendency 
to sexual inversion with the appearance of general 
robustness, a deep voice, and hair on the face and 
body. ‘The psychic state also seems to be trans- 
formed. 

The psychopathies are very diverse in the critical 
age but 1elatively very rare. They occur only in 
women with a strongly accentuated predisposition 
to cerebral disease or who have suffered from de- 
mentia previously. There is nothing peculiar about 
the psychopathies which develop at the menopause; 
they are similar to those which may occur at any 
age. The most common are melancholia, paranoia. 
and manic-depressive states. All of these also are 
most common in hyperthyroid affections. 

Among the clinical types of paranoia, erotism is 


usual, and religious delusions are common in 
Spain. Other types are dypsomania, kleptomania, 
etc. Melancholia during the menopause is usually 


preceded by a long prodromal stage and may be- 
come extreme. Manic depressive states are pre- 
sented under all the clinical forms from the lightest 
to the most intense. The tendency to suicide is 
accentuated during the menopause and in syphilitic 
women the symptoms of paresis are apt to manifest 
themselves at this time. 

The pathogeny of these symptoms is as obscure as 
anything in psychiatry but hyperfunction of the 
thyroid and suprarenals seems to have an important 
réle in this connection. The prognosis in psychic 
disturbances due directly to the menopause is good, 
but in the true psychopathies so many individual 
factors must be considered that it is impossible to draw 
general conclusions. In general, the influence of the 
climacteric on pre-existing mental abnormalities 
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is prejudicial. Hysteria is influenced unfavorably 
in the earlier stages of the menopause, due to the 
endocrine instability of this period. Later, when 
the ovarian function is definitely extinguished and 
the other glands which take part in the crisis have 
become stable, hysteria decreases or even disappears. 
Neurasthenia stands in the same relation to the 
climacteric as hysteria. The age in which the 
climacteric occurs is not propitious for explosions 
of epilepsy, but pre-existing epilepsy is apt to be 
benefited by the crisis of the menopause. 


METABOLIC DISTURBANCES 

The metabolic disturbances which occur during 
the critical age are obesity, localized adiposis and 
lipomatosis, emaciation, diabetes, gout, and various 
types of chronic rheumatism. Some of these are 
symptoms of the menopause and others merely com- 
plications. 

The characteristic obesity of the climacteric be- 
gins to show itself usually in the arms and shoulders 
and is very rebellious to treatment. The obesity 
varies in degree and tends rather to deformity of 
shape rather than to great weight. While lack of 
ovarian secretion and hypothyroidism each have 
etiological influence in the causation of this obesity, 
the principal factor in its development is hypopitui- 
tarism, which is a usual element in the climacteric 
crisis. ‘The adiposity of the anterior abdominal wall 
is due to the influence of the pituitary gland while 
that of the hips, gluteal region, arms, breast, and 
neck depends upon the ovarian insufficiency. If 
hypothyroidism also intervenes there is general 
adiposis with marked increase in weight. In ad- 
dition to these factors there is usually superalimenta- 
tion and a sedentary life to contribute to the forma- 
tion of adipose tissue. 

The type of local adiposis most frequently en- 
countered at the menopause is that of the abdominal 
wall which may be so excessive that it resembles a 
gravid abdomen. 
psychic factors, such as the desire for a child, is no 
doubt often the basis for a false pregnancy. Adipo- 
sity of the legs is comparatively rare but that of the 
arms is very common. 

The lipomatosis observed during the menopause is 
in many instances painful. The most common lo- 
cation is supraclavicular. 

Angioneurotic oedema is not infrequent. 

All the conditions named, and also the adiposis 
dolorosa of Dercum, are endocrine-sympathetic 
alterations, which fact accounts for the poor suc- 
cess of opotherapy. 

A considerable number of women tend to lose 
flesh at the menopause. In the absence of digestive 
diseases, diabetes, cancer, etc., this thinness is 
characterized and may be diagnosed by its spon- 
taneous variations and the presence of other hyper- 
thyroid symptoms. Not so frequent and coming on 
later is the emaciation of hypophyseal origin. 

The relation of diabetes to the menopause is very 
interesting. Ovarian insufficiency is a very important 


This adiposity joined to the - 
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predisposing factor of diabetes in that it brings on 
modifications in the organism which facilitate the 
action of the direct causes of glycosuria. This 
alteration is in the direction of hyperplasia or hy- 
perfunction of the suprarenals and the thyroid and 
thus lowers the limit of toleration for carbohydrates. 
Whether or not this predisposition becomes an actual 
diabetes depends upon alimentation and the state 
of the pancreas. Clinically climacteric diabetes 
presents some peculiarities. Emotional states fre- 
quently figure in the etiology. Its course is slow and 
benign. Examination usually shows the symptoms 
of hyperthyroidism and hypersuprarenalism. 

Gout is undoubtedly related chronologically to the 
menopause, about twice as many cases occurring in 
the decade from 40 to 50 as in any other decade. 
Clinically it is similar to that which occurs at 
any other age. It seems to correspond almost 
always to the syndrome of thyroid instability. 

The chronic rheumatic disturbances are also 
undoubtedly, but equally obscurely, related to the 
critical age. They are more frequent in women than 
in men and most often make their appearance at 
this time. It may not be proper to speak of an 
ovarian type of rheumatism, but certainly ovarian 
insufficiency predisposes to chronic rheumatism and 
this predisposition is enhanced by the whole complex 
endocrine crisis of the menopause. 


SYMPTOMS OF THE DIGESTIVE SYSTEM 


During the critical age disturbances of the di- 
gestive apparatus—gastric, intestinal, hepatic— 
are common, but the most frequent of all are the 
gastric troubles. There is no constant type of gastric 
symptomatology during the crisis, but hyperchlor- 
hydria and dyspepsia, with or without aerophagy, 
are observed most often. They appear to be mani- 
festations of hyperthyroidism. If, on the contrary, 
the menopause is complicated by hypothyroidism, 
a corresponding hypochlorhydria will present itself. 
Flatulent dyspepsia is also very frequent; many 
women complain of a sensation of great fullness, 
with meteorism, eructations, etc. This condition 
coincides often with the development of large 
accumulations of abdominal fat. Meteorism in 
some cases may be so exaggerated and so persistent 
as to cause a mistaken diagnosis of pregnancy or 
abdominal tumor. 

A pathologic appetite is not unusual and alco- 
holism also frequently begins at the menopause. 

About two-thirds of all women have some form of 
intestinal disturbance during the menopause, and of 
these constipation is the most common. There is 
nothing particularly characteristic about this 
constipation except its rebelliousness to treatment. 
Diarrhoea is much less frequent but much more 
important pathologically. It presents itself some- 
times continuously; sometimes, and more often, as 
a diarrhoeic crisis, possibly psychic. The pathogeny 
of these symptoms concerns the intestinal innerva- 
tion. The constipation is due to an intestinal paresis 
of hyperadrenalinemic origin and in the majority 
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of cases occurs in women with great hypertension. 
The diarrhoea is vagotonic, depending upon the 
climacteric hyperthyroidism. If hypothyroidism is 
the dominant factor the tendency is also toward 
constipation. On the other hand, hyperadren- 
alinemia, if excessive, will excite peristalsis and 
favor diarrhoea. Mucomembranous enteritis may 
complicate the menopause but is not caused by it. 

Hemorrhages may occur in the digestive appara- 
tus during the menopause. Usually they are be- 
nign, but grave lesions must be watched for. 

Pharyngeal and oesophageal spasms are neurotic 
affectations rather comimon during the climacteric. 
Even without hyperthyroid intervention the ovarian 
insufficiency alone may be responsible for them. 

Among the hepatic affections, a congestion of the 
liver manifested by a benign jaundice has been 
cited. The prognosis should not be made lightly, 
however, for cancer of the liver or of the head of the 
pancreas may begin with just such an icterus. 

Hepatic colic is very common in the climacteric 
years. Since there is always a hypercholesterinamia 
during the menopause the occasion is favorable to 
the formation of biliary calculi. 

Finally, reference must be made to an affection 
related to genital insufficiency and therefore to the 
menopause—symmetrical infarct of the salivary and 
lachrymal glands or Mickuliz’ disease. The condition 
is coincident with various endocrine disturbances, 
particularly ovarian insufficiency. 


SYMPTOMS OF THE RESPIRATORY SYSTEM 


Aside from epistaxis, dyspnoea due to meteorism 
and accumulations of fat, and the aggravation of 
chronic respiratory diseases during the congestive 
stages of the climacteric, there remains one other 
respiratory symptom, i. e., asthma. While this is 
respiratory by localization, it is really a disturbance 
of the nervous system. There is always at least some 
slight lesion to fix the disturbance in the respiratory 
system, but the neurosis is the important thing. 
Concretely, the neurosis concerns the pneumo- 
gastric nerve. The functions of the pneumogastric 
nerve being intimately related to the hormonic in- 
fluences, it becomes evident that the internal se- 
cretions have an undoubted place in the pathogenesis 
of asthma. 

The influence of the suprarenal glands has not yet 
been determined precisely. While adrenalin is 
effective to ameliorate the spasm, it seems that it is 
not a substitute treatment. Hyperthyroidism has 
been considered a cause of asthma because of the 
benefit received from antithyroid treatment. The 
factor most constantly related to asthma, however, 
is genital insufficiency. 


SYMPTOMS OF THE URINARY SYSTEM 


The urinary symptoms of the menopause are not 
numerous. The condition most frequently present 
is cystitis. This is usually not severe, often causing 
only some frequency of micturition. It is related to 
the thyroid instability and climacteric congestion. 
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Cystalgia may occur without any symptoms 
whatever to permit the assumption that there is a 
vesical lesion. Hamaturia must be looked upon 
with the same reserve as other hemorrhages at this 
period. Polyuria may be extreme and is perhaps 
related to hypophyseal insufficiency. Prolapse of 
the urethral mucosa pertains properly to a later 
age. Vesical and renal calculi are complications, 
not symptoms, of the climacteric. 

The menopause has considerable influence upon 
chronic diseases of the Kidney. The various types of 
chronic nephritis are much aggravated at this time. 
The excessive suprarenal function and the conse- 
quent hyperadrenalinemia .of the crisis exercise a 
harmful influence on the kidney. 


SYMPTOMS OF THE SKIN AND HAIR 


The skin suffers various affections during the 
menopause, the most common of which is eczema. 
Clinically it ts similar to the eczema of other ages 
and is due to the menopause only indirectly al- 
though some of the internal secretions seem to have 
a part in it. 

Acne rosacea, rare in youth, is very common in 
the fifth decade and almost always is seen in women. 
An endocrine factor may intervene here also. Ery- 
sipelas and furunculosis are not infrequent, especially 
if the patient has had attacks before. Urticaria is 
often observed in cases in which the ovarian in- 
sufficiency is accompanied by dysthyroidism. 
Herpes zoster is often seen but its relation to the 
crisis is not determined. Hyperhidrosis may occur 
even in women who have never perspired much 
previously. 

In many cases the menopause is accompanied by 
the appearance of dark pigmentations in the skin. 
These are not found in the same areas as the pig- 
mentation in Addison’s disease, and their origin, as 
in pregnancy, is purely genital. 

Hypertrichosis is an interesting manifestation of 
the menopause observed in practically every woman. 
It may be very light and yield easily to cosmetics, 
but in some cases is abundant and the hairs are very 
coarse. In general, it is more marked in brunettes 
than in blondes because the former, as a type, have 
an endocrine constitution in which the disturbances 
causing hirsutism take place easily. The symptom is 
a manifestation of the tendency toward virilism 
induced by the hyperplasia of the suprarenal cortex. 
The hypophysis also takes some part in its production. 

Whitening of the hair is a symptom of old age, 
but usually begins early in the critical age. Prema- 
ture whitening of the hair, however, often coincides 
with prolonged conservation of physical and mental 
youth, and therefore of menstruation. Hyperthy- 
roidism is the principal factor in this phenomenon. 


SOME SPECIAL CLINICAL FORMS OF PATHOLOGIC 
MENOPAUSE 

All the symptoms enumerated present themselves 

in certain characteristic groups as one or another 

glandular factor predominates, and these groups 
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can be classified as clinical forms of the pathologic 
menopause. ‘The principal types are the hyper- 
thyroid, the hypothyroid, the suprarenal, the 
pituitary, the genital. and climacteric polyglandular 
sclerosis. 

The hyperthyroid form is very common and 
very characteristic. It differs often from Basedow’s 
disease in that there may be no demonstrable goiter 
and no exophthalmos, but tachycardia is very fre- 
quent and tremor is observed in almost all cases 
although it may be absent if there is no hyperteo- 
sion. Emaciation is very important and often is the 
final symptom of this type of hyperthyroidism. 
The digestive disturbances of Basedow’s disease 
are present, especially diarrhoea. Vasomotor dis- 
turbances are pronounced because of the collabora- 
tion of the suprarenals, and the local vasomotor- 
hyperthyroid reaction is quite constant. The 
emotions are usually intense and the psychic 
symptoms accentuated. The chief characteristic 
of this type of hyperthyroidism is that it is very 
acute and usually temporary. The prognosis, in 
general, is good. It is the most amenable to medical 
treatment of all the forms of hyperthyroidism. 
Surgical interference is very rarely necessary. 

In women with goiters strumitis is apt to occur at 
this time because of the circulatory disturbances 
present. 

The hypothyroid form is much less common, but 
may be so pronounced that it can be called properly 
a climacteric myxoedema. It appears in three 
forms: an accentuation of a light hypothyroidism 
present since childhood, a preliminary hyperthy- 
roidism in cases of former hypothyroidism, mixed 
with and finally superseded by an aggravated myxce- 
dema; and a rapid transformation of a previous 
hyperthyroid state to a myxoedematous condition. 
This extreme condition is rare. |More commonly 
thyroid insufficiency manifests itself by obesity, 
chilly sensations, apathy, headaches, constipation, 
etc. 

A mixed type due to fluctuations in the thyroid ac- 
tivity is also possible. 

The suprarenal form is due to the marked pre- 
dominance of the suprarenal factor. There is 
corpulency, plethora, hair on the upper lip, cheeks, 
and chin, hypertension with all its subjective symp- 
toms, tremor, and a tendency to diabetes. Two 
types can be distinguished: (1) medullar hyper- 
function, causing the hypertonic type, with byper- 
tension, hyperglycemia, tremor, etc., and (2) 
cortical hyperfunction with virilism. 

The pituitary form is characterized by increase of 
abdominal fat and early cessation of the menses. 
The accompanying genital insufficiency causes adi- 
posity of the hips, mammary region, etc. The woman 
is usually apathetic and indolent. Lipomatosis 
dolorosa and angioneurotic oedema are common. 

In the genital form the ovarian factor predomi- 
nates. There may be persistent and repeated hem- 
orrhages and severe psychic disturbances, es- 
pecially of the sexual feeling. 
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Polyglandular sclerosis occurs in a certain number 
of women of asthenic habit and culminates in pre- 
mature senility. 


ARTIFICIAL MENOPAUSE (SURGICAL) 

The so-called surgical menopause is clinically the 
expression of an abrupt total ovarian insufficiency. 
The spontaneous menopause is a_ polyglandular 
crisis of which the gradual ovarian insufficiency is the 
nucleus surrounded by various other endocrine 
reactions. This accounts for the clinical difference 
between them and for the fact that the difference is 
greater if the operation is done in youth than when it 
is done in maturity. Early castration, therefore, is 
more apt to present evidences of hypofunctional 
reactions (especially hypothyroid; less often hy- 
posuprarenal), but hyperfunction of the pituitary. 
If the complementary glandular reaction is in 
general much less marked in women operated upon 
early in life, however, the symptomatology depend- 
ent upon the ovarian insufficiency may be accentu- 
ated, depending upon the extent to which the ovary 
was previously diseased. 

For the prognosis of the postoperative dis- 
turbances, therefore, the proximity of the operation 
to the critical age, the degree of integrity of the 
extirpated ovaries, the previous endocrine state, 
and the psychic state must be taken into considera- 
tion. . 

The symptomatology is, in general, the same as 
that of the spontaneous menopause, with variations 
in the frequency, mode of presentation, etc., of 
certain of the symptoms. The symptoms may oc- 
cur as early as the tenth day or as late as the 
third week after operation, depending upon fac- 
tors peculiar to the individual case. In some cases 
there may be no symptoms at all. 

The genital symptoms consist of definite sup- 
pression of the menses with persistence of their 
subjective disturbances. If menstruation persists 
it is safe to assume that some ovarian tissue was left 
or that there are accessory ovaries. The alteration 
of the external genitalia progresses very slowly. 
The breasts often atrophy, although occasionally 
they may hypertrophy. Leucorrhoea may be in- 
tense and sometimes periodical, but vicarious 
haemorrhages are rare. 

Of the usual circulatory symptoms, hypertension 
is absent but the vasomotor phenomena occupy an 
important position, and in almost every case in 
which hot flashes are experienced other symptoms 
indicative of a frank hyperfunction of the thyroid 
are present. Nervous urticaria and simple tachy- 
cardia also are frequently observed. 

Among the nervous symptoms, the painful 
phenomena, i.e., bone and muscle pains, headaches, 
abdominal pain, are common as is also a feeling of 
weakness. Local and generalized pruritis are quite 
frequent. Vertigo is rare. 

The psychic alterations are comparatively rare. 
Emotional instability is less frequent and _ less 
intense. Diminution of libido is a normal phenome- 
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non after ovariectomy. The tendency to sexual 
inversion is not observed in those who are operated 
upon young. 

Of the psychopathies, melancholia associated 
with loss of memory is the most common. Loss of 
memory, however, may occur alone. 

Increase in weight is a common consequence of 
ovariectomy, especially when the operation is done 
early, and Dercum’s disease is by no means rare. 
Diabetes does not occur in these cases since ovarian 
insufficiency is only a predisposing and not a direct 
cause of the disease. Arthritis deformans is unusual. 
Digestive, respiratory, urinary, and skin disturb- 
ances are similar to those in the natural menopause. 


THE CRITICAL AGE IN MEN 


Men also have a critical age, for this is an un- 
avoidable phenomenon in the evolution of every 
human being. 

The climacteric in men differs biologically from 
the climacteric in women in that it is more diffuse 
and less characteristic. The pathogenic differences 
are of two types: endogenous (endocrine) and exog- 
enous. In the female the climacteric is character- 
ized by ovarian insufficiency and the collateral re- 
actions of the thyroid (generally hyperthyroidism), 


the suprarenals (generally hypersuprarenalism) 
and the hypophysis (hypopituitarism). In the 
male these reactions are equally distinct. In man 


the critical age coincides with testicular insufficiency, 
but this comes on much less abruptly than ovarian 
insufficiency, and psychically the annulment of the 
genital activity is less marked in the male because 
the affectional life for him is secondary to his work- 
day affairs. 

The thyroid reaction so important in the cli- 
macteric of the woman is much less marked in the 
man. Nevertheless the climacteric hyperthyroidism 
may appear in the male also, and is characterized 
especially by loss of weight and psychic disturb- 
ances. 

The suprarenal reaction, on the other hand, is as 
frequent and as intense in men asin women. The 
hyperfunction of the cortical portion brings on 
corpulence and an increase of the beard and body 
hair. The medullary hyperfunction is manifested 
by arterial hypertension. ‘Tremors, hyperglycemia 
—the whole suprarenovascular syndrome—are pres- 
ent with the same frequency as in women. It is 
probabl: also that the pituitary intervenes in the 
climacteric crisis of men, causing senile atrophy or 
peculiar adiposities. 

The exogenous factors are also distinct in the 
male. He is more frequently exposed, however, 
to certain pathologic processes which act selectively 
upon the circulatory and the nervous systems. 

The genital symptoms in the male are very simple 
—progressive diminution of the erectile activity of 
the external genital apparatus until it is entirely 
gone. 

The fundamental manifestation of the circulatory 
symptomatology is hypertension due to hyperadren- 
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alinemia. Because of the exogenous factors 
mentioned this is very apt to lead to vascular 
lesions. Accordingly angina and apoplexy are more 
common in men than in women. Xanthelasma 
and arcus senilis are indications of hypercholesterin- 
zmia. The vasomotor symptoms are seldom if ever 
observed in men. 

Of the nervous disturbances, neuralgias are 
common. Generalized pruritis and sensory disturb- 
ances are also often present. 

The metabolic symptoms are quite similar in the 
two sexes, as are the digestive, respiratory, and 
cutaneous symptoms. Among the urinary symptoms 
may be included the troubles of prostatic origin 
which probably are related to the diminution of the 
internal secretion of the testicle. 

The symptoms in the psychic sphere most 
especially characterize the critical age in the male. 
Emotional instability is frequent although less in- 
tense than in the female. Impatience, the tendency 
to be easily irritated, is another common sign of the 
climacteric in the male. The diminution of the sexu- 
al impulse rarely reaches pathologic limits. In 
place of the grief over departed youth so common in 
women, the man often feels maltreated, ignored, or 
forgotten by the succeeding generation, this feeling 
varying in degree from a simple preoccupation to 
actual delusions of persecution. 

The pathologic increase of sexual feeling in the 
male is quite common at the climacteric and the 
disharmony between the increase and the decreased 
sexual aptitude is the cause of much trouble. 

The final psychological sign of the climacteric of 
the male is his evolution toward the conservative. 
As the sexual declination comes on, and with it the 
reduction of the other vegetative activities, the 
masculine morphology acquires an aspect of repose 
and a characteristic accentuation of the abdominal 
curve. His artistic, scientific, or professional pro- 
duction loses its warmth and juvenile arbitrariness, 
and in thought and in political action the con- 
servative attitude is accentuated. 

Of the psychopathias properly so-called the most 
characteristic is involutional melancholia. The vari- 
ous types of paranoia observed in women present 
themselves also in men. Of the neuroses, neuras- 
thenia (the ‘‘run-down”’ condition of the Ameri- 
cans) is very common in men at this age. 


PATHOGENIC TREATMENT (OPOTHERAPY); GENERAL 
HYGIENE AND DIETETICS 


The fundamental indication for all the dis- 
turbances related to the extinction of sexual function 
is ovarian opotherapy, but thyroid and antithyroid, 
suprarenal, and pituitary treatment must also be 
considered as well as dietetics and general hygiene. 

From the beginning of the first symptom of the 
climacteric until the last has disappeared, ovarian 
medication is indicated, and any other necessary 
medication (tonics, sedatives, etc.) is compatible with 
it. Two preparations are available: the total ovar- 
ian extract and the extract of the corpus luteum. 
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Corpus luteum opotherapy is indicated in cases 
which present disturbances of the menstrual function 
only. These, however, are not usual in the crit- 
ical age and therefore as a general rule extracts 
of the whoie gland should be used. The dessicated 
extracts are preferable and it is usually best to give 
them by mouth. The dosage depends upon the 
requirements of the case. These are not constant, 
but variable from one phase of the critical period to 
another. In general the results of ovarian opother- 
apy in the menopause are excellent. 

The indications for the other organotherapeutic 
agents depend upon.a minute study of the endocrine 
symptomatology presented. Thyroid therapy is 
contra-indicated in women with predominantly 
hyperthyroid symptoms (tachycardia, palpitation, 
etc.), but here the antithyroid serum is indicated. 
In the group which presents evidences of thyroid 
instability thyroid extract should be given in very 
small doses. When the symptoms are frankly 
hypothyroid, the full thyroid opotherapy is neces- 
sary. 

In the vast majority of cases the phenomena of 
hyperfunction of the suprarenals predominate and 
suprarenal medication is consequently contra- 
indicated. Recourse should be had, therefore, to 
symptomatic treatment to reduce the arterial 
tension. The suprarenal treatment is desirable in 


those rare cases showing hypotension, asthenia, 
pigmentation, etc. 

Almost without exception the pituitary symp- 
toms of the menopause are hypofunctional. Accord- 
ingly hypophyseal treatment is urged in cases of 
premature amenorrhoea with rapid increase in weight 
and localization of fat in the abdominal region. 
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Mammary, parathyroid, biliary, and pancreatic 
opotherapy have occasional symptomatic indica- 
tions during the critical age. 

Even when there are no important complications 
during the menopause the diet should be as little 
toxic as possible, predominantly vegetarian, and 
not large in amount. As usually the patient inclines 
to a sedentary life, systematic exercise should be 
prescribed. Travel also is beneficial. Massage, elec- 
trotherapy, radiotherapy, etc. have their occasional 
uses. Outside distractions are highly desirable. 

The monograph is concluded with a discussion of 
symptomatic treatments and an extensive bibli- 
ography. M. M. Martrutes. 


Lockyer, C.: Lipoma of the Broad Ligament. 
Proc. Roy. Soc. Med., Lond., tg1g, xii, Sect. Obst. 
& Gynee., 195. 

The author reports a lipoma of the broad liga- 
ment which he discovered while operating for an 
ovarian dermoid cyst on the opposite side. From 
his study of this case he concludes that the fat which 
he found in the mesosalpinx represented a true 
lipoma and was not merely an excessive subserous 
deposit of fat such as may be seen in some cases of 
malignant disease or the result of a transudation of 
dermoid grease from the adjacent intact cystic 
teratoma. 

True lipomata of the broad ligament are rare, a 
fact which is easily explained by the scanty supply 
of fat in this retroperitoneal situation. Lockyer has 
found the records of nine cases. Seven of these were 
true lipomata. The remaining two were dermoid 
cysts with distension of the mesosalpinx by some 
form of fatty material. C. H. Davis. 
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PREGNANCY AND ITS COMPLICATIONS 


Bar, P., and Egalle, G.: Recent Biological Dis- 
coveries and the Diagnosis of Pregnancy (De 
utilisation pour le diagnostic de la grossesse des 
récents decouvertes biologiques). Arch. mens. 
d’obst. et de gynéc., 1919, Vili, 372. 


The authors have studied the value of recent 
biological methods for the diagnosis of pregnancy, 
viz., complement deviation, the method of Abder- 
halden, and the intradermal method. They have 
endeavored also to determine what may be deduced 
in the course of pregnancy from the antitryptic 
power of serum and the activating power of cobra 
venom. 

As regards the method of complement deviation, 
their research has led them to reiterate the con- 
clusion reached and reported in 1912, i.e., that the 
practical value of the method from the viewpoint 
of the diagnosis of pregnancy is very slight. 

Abderhalden’s method of dialysis was tested with 
serum obtained from 210 normal pregnant women 
and 100 non-pregnant women. It was found that 
the serum of pregnant women contains anti- 
placentary proteolytic ferments and always gives a 
positive reaction. In the case of non-pregnant wom- 
en a positive reaction was observed in 33 fer cent 
of the cases, these results being obtained especially 
in women with some genital lesion, adnexitis, 
tumors, etc. The authors agree with those who, 
while according a real theoretical value to the 
presence of proteolytic ferments in the serum of 
pregnant women, recognize the fact that in practice 
the method may lead to an erreneous diagnosis. 

In the next part of their article the authors deal 
with pathologic pregnancy and the results found 
with the dialysis method in cases of death of 
the foetus, retention of the placenta, extra-uterine 
pregnancy, eclampsia, etc. The conclusions are 
summed up as follows: 

1. In cases of retention of the placenta the serum 
of the pregnant woman always gives a positive re- 
action. This reaction, the intensity of which seems 
to be influenced little by the duration of the preg- 
nancy, appears in the first or second month of gesta- 
tion and in the majority of cases disappears within 
three weeks following delivery. In cases of extra- 
uterine pregnancy the reaction is always positive 
when the ovum is living, and may be negative when 
the ovum is dead. In the different types of intoxica- 
tion of pregnancy it is generally much diminished 
and may disappear entirely. 

2. The serum of non-pregnant women may 
split the placentary albumin or have no action 
upon it. It therefore may give either a positive or a 
negative reaction. Positive reactions were obtained 


in 33 per cent of the cases studied. These positive 
reactions, however, are most marked in cases of 
genital tumors when there is resorption of a hemor- 
rhagic or purulent collection. The failure of the 
method may be attributed to: (1) the technical 
complexity of the reaction, which is subject to 
numerous causes of error, and (2) the possible 
piesence in the sera of non-pregnant women of 
proteolytic ferments which do not present an 
absolute specificity in the presence of the particular 
albumin against which they have been formed 
but are able to attack other albumins such as the 
albumin of the placenta. 

The general conclusion as regards the Abder- 
halden method is that while a negative result 
eliminates the hypothesis of a pregnancy in evolution, 
a positive result in no way aflirms its existence. 

As regards the intradermal method the con- 
clusion drawn is that, at the present time, nothing 
definite as to the diagnosis can be obtained from it. 

In their study of the general protein reactions 
during pregnancy the authors found that the 
antitryptic power of serum is generally increased. 
Such a determination would be of little aid in the di- 
agnosis of a doubtful pregnancy, however, unless a 
very detailed examination were made in addition. 

The clinical benefit of cobra venom appears to be 
only mediocre and entirely out of proportion to the 
work necessary, but the results are such as to 
encourage further research. W. A. BRENNAN. 


Schiller, H.: The Estimation of Fats, Cholesterol, - 
and Sugar in the Blood of Thirty Pregnant 
Women. Surg., Gynec. & Obst., 1919, xxix, 450. 


The author gives a résumé of the recent literature 
and shows the results of his own experience in tabu- 
lar form. 

“To determine the cholesterol, the fat and blood- 
sugar content of the blood, I examined the blood of 
14 pregnant women in the later months of pregnancy, 
10 at term, 5 after partus, and 1 in the third month 
of pregnancy. In doing this I was well aware that 
similar examinations had been made by much more 
competent men than myself, but I had in mind 
studying these three substances parallel with each 
other in the same blood, a research which, to my 
knowledge, had not previously been made.” 

From his study and the literature he comes to the 
following conclusions: 

1. There is no hyperglycemia in the later months 
of pregnancy or in the first two weeks after 
pregnancy. 

2. Glycosuria and alimentary glycosuria during 
this period can be explained by the activity of the 
glands of internal secretion or as a renal hyper- 
function. 
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3. Hyperlipemia in pregnancy is in reality for 
the most part a hyperlipoidemia. 

4. There is no parallelism between cholesteramia 
and hyperglycemia in pregnancy. 

5. The etiology of this condition is not as yet 
established. 

6. It seems that the endocrine glands are to be 
looked upon as an important factor. C. H. Davis. 


Van Cauwenberghe, A.: Premonitory Signs of 


Eclampsia (Recherche des signes précurseurs 
de l’éclampsie). Rev. frang. de gynéc. et d’obst., 1919, 
Xiv, 294. 


On the basis of the study of several cases of 
eclampsia Van Cauwenberghe calls attention to 
two points: (1) the importance of digestive dis- 
turbances in the pregnant woman, and (2) the great 
benefits resulting from venesection when eclampsia 
is threatened. 

The theories advanced recently by Jarsew of 
Moscow have brought these points into prominence. 
Jarsew ascribes the low mortality from eclampsia in 
Russia to the fact that the food of the Russians is 
relatively poor in albuminoids. An accumulation of 
albuminoids in the blood increases its viscosity and 
this in turn results in an increase in the arterial 
tension, cerebral congestion, and an increase in the 
quantity of cerebrospinal fluid, i.e., high intra- 
cranial pressure and convulsions. 

On the basis of this theory, therefore, it is evident 
that venesection is of great value in eclampsia not 
only because it increases the fluidity of the blood 
and reduces the arterial pressure, but because it 
decreases the excess of albuminoids in the organism 
which cause an intoxication. Premature labor is 
also favorable owing to the change effected in the 
circulation by the decrease in the size of the uterus. 

There is no certain means of foreseeing eclampsia 
as symptoms may be lacking and the urinalysis 
negative. Attention should therefore be directed 
to whatever else beside the classical signs might sug- 
gest the condition. Digestive disturbances in gen- 
eral and uncontrollable vomiting in particular may 
suggest it. 

Venesection should be done in all suspicious cases 
and natural losses of blood should not be hindered 
as long as they do not exceed the amount of an 
ordinary blood-letting. Pituitrin is contra-indicated. 

W. A. BRENNAN. 


Loomis, F.M.: The Possible Relationship of Dental 
Abscesses and the Toxzemias of Pregnancy. 
California State J. M., 1919, xvii, 399. 


It has been repeatedly noticed that the woman 
who has an early toxemia, such as the more per- 
sistent type of vomiting, is apt to have evidence 
also of late toxemia, and since localized infection 
anywhere means the absorption of toxins, it seems 
reasonable to believe that the irritation of chronic 
sepsis may be at least one of the factors in decreas- 
ing the ability of the liver and kidneys to carry the 
normal overload of pregnancy. 
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Chronic dental sepsis is present in many preg- 
nant women. Of 125 devitalized teeth in one series 
of cases, 103 were found infected. Possibly 50 per 
cent of devitalized teeth are septic sooner or later. 

The author presents several strikingly suggestive 
cases of immediate subsidence of the symptoms of 
pre-eclamptic toxemia following the removal of 
dental abscesses. In one instance the blood pressure 
dropped 30 points in twenty-four hours, the oedema 
disappeared at once, and the patient, who was defin- 
itely toxic, went on to a normal delivery. Another 
patient, a primipara four and one-half months 
pregnant, who had headache, nausea, albuminuria, 
and rising blood pressure, was completely relieved 
by the removal of 5 unsuspected dental abscesses 
and the pregnancy continued normally. This 
patient had never suffered from local symptoms 
such as toothache. 

Several cases of postpartum psychoses and hyper- 
emesis gravidarum which were apparently relieved 
or improved at once by the removal of abscesses, are 
also reported. It is not claimed by the author that 
dental sepsis is the cause of eclampsia. He believes, 
however, that every pregnant woman should have 
all devitalized teeth X-rayed and all definite ab- 
scesses removed in whatever stage of pregnancy they 
may be found, even up to the ninth month if the 
patient is toxic. Vigorous curetting of the abscess 
cavity should of course, be avoided. 


Ley, G.: Two Cases of Full-Time Extra-Uterine 
Pregnancy, with a Tabulated Abstract of 100 
Cases from the Literature. Proc. Roy. Soc. Med., 
Lond., 1919, xii, Sect. Obst. & Gynec., 140. 


Case 1. The patient was 36 years old and had 
given birth to a child fourteen years before. Men- 
struation was regular until December, 1911. It then 
stopped until October, 1912, when there was a 
considerable loss of blood. This was followed for 
three months by no loss and then the re-establish- 
ment of normal menstruation. From December 
until October the patient had had no pain. There 
was some vomiting, however, in the early part of 
the period and the abdomen had enlarged to a 
greater size than in her first pregnancy. After the 
excessive bleeding in October the abdomen de- 
creased in size but the lump persisted. Three 
months before admission to the hospital, June 15, 
1918, she complained of loss of weight and pain in the 
back. 

Examination revealed a hard mass of foetal shape 
lying transversely across the mid- and lower abdo- 
men. Grating was felt upon palpation. Vaginal 
examination showed a normal cervix and lower 
segment, and a soft mass filling the cul-de-sac. 
The fundus was not made out. 

The gestation sac was removed with the left tube 
and ovary. 

On examining the specimen it was found that the 
left tube was connected with the mass and appar- 
ently terminated within it. The sac contained a 
compressed but well-preserved foetus. In Ley’s 
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opinion this was therefore a clear case of secondary 
abdominal pregnancy following tubal rupture. 

Case 2. The patient had been married over 
three years and had had no children or miscarriages. 
Nine months before admission to the hospital 
menstruation had stopped and six weeks afterward 
she had suffered severe pain with temperature from 
go to 100 degrees. Later she had two less severe 
attacks. Foetal movements were felt up to the 
time of admission. The patient was underweight 
and slightly jaundiced and had a temperature of 
100.4 degrees F. ’ 

On examination an abdominal tumor, tender and 
definitely cystic, was found lying to the right and 
extending up to the level of the costal margin. 
There were no foetal heart sounds or movements. 
To the left and below was another mass which con- 
tracted. The cervix, which was large and soft, was 
pushed to the left by a soft mass in the vault. 

Laparotomy showed the uterus pushed to the 
left and the size of a ten-week’s pregnancy. The 
left tube was tortuous and open and the left ovary 
normal. To the right was a large mass covered by 
peritoneum and crossed by theright round ligament. 
The tube was lost in the mass. 

A supravaginal hysterectomy was done and the 
sac with the foetus extirpated, leaving the left 
tube and ovary undisturbed. The patient recov- 
ered, but developed a right ureterocervical fistula. 

The uterus contained decidual cells, and in the 
sac was a macerated foetus which weighed 4'% Ibs. 

In reviewing 100 cases reported in the literature 
in which pregnancy had continued for more than 
thirty-four weeks, Ley found that 77 per cent went 
to term. The pregnancy was normal in 33 per cent 
of the cases. In 50 per cent there were abdominal 
symptoms, probably at the time of rupture or 
hemorrhage. In one case eclampsia developed dur- 
ing labor. In 3 per cent of the cases there was extra- 
and intra-uterine pregnancy. Seventy-four of the 
patients were not operated upon and there were no 
complications. In 33 per cent there were symptoms 
of infection, These symptoms occurred as early as 
ten days and as late as fifteen years after labor or the 
death of the foetus. 

The author concludes that in cases of extra- 
uterine gestation at or near term operation should 
be performed, if.possible, during the life of the child, 
and, on account of the risk of infection, even after 
the death of the foetus. If possible also the sac 
should be removed; if not, marsupialization should 
be done with drainage after the removal of the 
placenta. M. J. Getrt. 


White, C.: A Case of Full-Time Pregnancy in a 
Rudimentary Uterine Horn. Proc. Roy. Soc 
Med., Lond., 1919, xii, Sect. Obst. & Gynec., 138. 


The patient, who was 20 years old, had had one 
child. Menstruation had been regular for two years 
when it suddenly stopped. Eight months afterward 
there was a bloody discharge but foetal movements 
were felt for another month. There was no marked 
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pain. Three months later a bougie was inserted 
and the cervix dilated under anesthesia. The uterus 
was small and empty but at the right was a mass 
the size of the gravid uterus at term. Cesarean sec- 
tion revealed a dead full-sized male foetus. Hysterec- 
tomy and a right salpingo-odphorectomy were done. 
There were no signs of impending rupture. The 
patient made an uneventful recovery. 

The specimen consisted of the body of the uterus, 
the gestation sac, and the right tube and ovary. 


The uterine body contained decidual cells. The 
placenta was situated on the uterine side. The 
ovary contained a corpus luteum. The tube 


appeared normal. From the position of the gesta- 
tion sac relative to the uterus and the round ligament 
it would appear that the specimen represented a 
pregnancy in a rudimentary horn. M. J. Getrt. 


MISCELLANEOUS 


Beruti, J. A.: The Possible Uses of Diathermy 
(Thermopenetration) in Obstetrics (Posibles 
aplicaciones de la diatermia (termopenetraci6n) en 
obstetricia). Semana med., 1919, xxvi, 118. 


In view of the physiological effects of diathermy 
and its successful use during years of clinical ex- 
perience in other specialties, Beruti considers it 
desirable that its usefulness be extended to include 
obstetrics for in this field are encountered certain 
conditions which it might be logically inferred would 
react favorably to this form of treatment. 

As a means of inducing abortion Beruti believes 
diathermy would not have any advantages over the 
ordinary surgical procedures and would be attended 
by greater risk of hemorrhage and failure in the 
progressive mechanical dilatation of the uterus. 

As regards the stimulation of uterine contractions 
during labor, he states that in spite of certain favor- 
able reports of the use of direct thermopenetration 
for this purpose, he is of the opinion that the method 
is not yet sufficiently perfected and would endanger 
both the mother and child. He suggests, however, 
that it would be justifiable to try it at a distance 
from the uterus as an adjuvant. 

Another condition in which diathermy might be 
applicable is eclampsia. Since in this condition renal 
function is disturbed, since strong hyperemia may 
produce a very beneficial diuresis, and since thermo- 
penetration of the kidneys, though difficult, is 
practicable, it is logical to assume that the procedure 
would be a very valuable addition to the treatment. 
The good effects of decapsulation of the kidney are 
due to the modification of the renal circulation so 
produced. Such modification might be produced by 
diathermy without the dangers of an operation. The 
objection may be raised that there would be danger 
of burning an unconscious patient, but while this 
cannot be denied, there is little risk if the treatment 
is given carefully. 

Good results might be obtained from diathermy 
also in pre-eclamptic states but the development of 
the uterus would make the application difficult. 
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General diathermy has given very good results in 
hypothermic conditions. Accordinlgy there is reason 
to suppose it would be valuable for athrepsy of the 
new-born, as has been suggested, and for the treat~ 
ment of premature infants and the asphyxia of the 
new-born. It would probably be efficacious also in 
cases of exhaustion and shock following profuse 
hemorrhages, for it is evident that in these condi- 
tions there is a violent disturbance of the thermo- 
regulatory apparatus of the body. 

Finally the author suggests that diathermy might 
be useful for the chills of puerperal infection and 
those following the intravenous injection of certain 
sera, etc. M. M. Marraies. 


Deluca, F. A., and Widakowich, V.: What is the 
Origin of Univitelline Twins? (Qual es el origen 
de los gemelos univitelinos?) Semana méd., 1919, 
XXvi, 355. 

Among the various hypotheses which have been 
advanced to explain the occurrence of univitelline 
twin pregnancy is that of Broman who claims that a 
normal ovum or perhaps an ovum with two nuclei 
is penetrated by a spermatozoén with two pairs of 
centrosomes. Other obstetricians have claimed 
that such pregnancies are more common in luetic 
families than in others. Putting these two hypo- 
theses together, the conclusion arrived at would be 
that the fathers of univitelline twins have more 
spermatozoa with two pairs of centrosomes than 
men who are not syphilitic. 

According to Broman’s hypothesis the moment 
of alteration must be looked for in a very early 
stage of development when there are two or more 
blastomeres. The entrance of a spermatozoén with 
two pairs of centrosomes into a normal ovum gives 
rise to tetrapolar mitosis which causes the forma- 
tion of four blastomeres which in turn develop into 
two individuals, joined or not joined. It is a known 
fact that the mature ovum grows from the centro- 
some and that the centrosome is carried by the 
spermatozoén. If a normal spermatozoén with 
two centrosomes penetrates an ovum, a bipolar 
mitosis develops. A spermatozoén with two tails, 
and therefore two pairs of centrosomes, would 
‘provoke tetrapolar mitosis. This theory seems to 
the authors the most reasonable of all so far ad- 
vanced. 

On examining a great many specimens of seminal 
fluid a certain number of two-tailed spermatozoa 
were found in every specimen that contained sper- 
matozoa, but they were much more numerous in 
the seminal fluid of syphilitic than in that of nor- 
mal men. 

Although some healthy men were found whose 
seminal fluid contained only one or two two-tailed 
spermatozoa to the thousand, the average was cer- 
tainly a great deal higher than this. Considering 


as healthy the men who were fathers of well- 
grown robust children, the authors found that the 
two-tailed spermatozoa in such cases averaged 6.12 
per cent. In another group who had not had chil- 
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dren but were apparently healthy the average was 
5.03 per cent. The largest number in the case of an 
apparently healthy individual was 12 per cent. 
The average in the seminal fluid of men with clinical 
syphilis was 13.13 per cent, and in that of men with 
hereditary syphilis, 32 per cent. The largest num- 
ber in the case of a luetic individual was 72 per 
cent. 

The vitality of these anomalous forms is not less 
than that of the normal, as was shown in a micro- 
scopic field in which all the spermatozoa were im- 
mobile except one with two tails which was ex- 
tremely conspicuous because of its motility. The 
probability that in the cases of syphilitics a two- 
tailed spermatozoén will fecundate any ovum is 
increased also by the fact that seminal fluids which 
contain them contain also many others showing 
various types of deformity, such as spermatozoa 
with two heads and one tail, two heads and two 
tails, three heads, etc., and all these swim poorly 
because of the resistance offered by their heads. 

The conclusions drawn are as follows: 

1. The theory of Broman, according to which 
the fecundation of a normal or binuclear ovum 
by a spermatozoén with two tails is the cause 
of univitelline pregnancy, is theoretically well 
founded. 

2. The fact that univitelline twins occur most 
frequently in syphilitic families and the greater 
frequency of spermatozoa with two pairs of cen- 
trosomes in syphilitics, corroborate the hypothesis 
of Broman. M. M. Martuies. 


McQuarrie, J. G.: Foetal Death: A Study of One 
Hundred and Nineteen Deaths in a Series of 
Cases. J. Am. M. Ass., 1910, Ixxiii, 1574. 


This report covers a series of 2,717 deliveries in 
the University of California Hospital. Two thou- 
sand, two hundred and fifteen of the patients were 
delivered in the hospital and 502 at their homes. 
Estimating the period of possible viability (the 
thirtieth week) to twelve hours after delivery, there 
were 97 foetal deaths. Within these limitations the 
foctal mortality was 3.6 per cent. In addition, 22 
foetal deaths which occurred between the fifth and 
sixth months brought the total number up to 110 
(4.4 per cent). 

Chief among the causes of death were syphilis, 
birth trauma, toxemia, foetal abnormalities, pre- 
maturity, and placenta previa. 

Syphilis: In this group were 15 cases (15.5 per 
cent). All of these mothers’ had treatment for 
syphilis during pregnancy. ‘The cases were diag- 
nosed from strongly positive Wassermann tests in 
the case of the mother, syphilitic changes in the 
placenta, or definite syphilitic lesions in the foetus. 
The placenta was examined microscopically in the 
entire group. In 17 cases (17.5 per cent) the evi- 
dence found at necropsy was not sufficient to estab- 
lish a definite diagnosis. Ten of the infants were 
macerated. In the author’s opinion 80 per cent of 
this group were really syphilitic. 
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Birth trauma: The 36 cases included in this 
group (37.1 per cent of the total) are classified as 
follows: 


Deaths due to: 


Prolapse of the cord................. 9 
Low and mid forceps................ 8 
PI POONER. sides de cicaciswrsewws 5 
PROMONGOE TOMO... 2 cans ccrccccccene 3 
Breech presentation................. 5 
Version and extraction.............. 3 
Asphyxia due to delayed delivery after 
signs of danger were apparent...... 3 


It is possible that in 4 cases different treatment 
would have saved the babies. One patient received 
1 c.c. of pituitrin during the first and second stages 
of labor but subsequently the use of high forceps 
was necessary. In the case of another patient labor 
lasting six days was followed by manual dilatation 
of the cervix and a difficult forceps extraction. In 
another case the use of low forceps was necessary 
after pituitrin had been given three times. The 
remaining patient, who had a flat pelvis, was deliv- 
ered under scopolamine-morphine anesthesia. 

Toxemia: Under this heading are grouped 9 
cases (9.2 per cent of the total mortality) in which 
some disturbance in kidney function, toxemia, or 
eclampsia either caused premature labor or gave 
definite indications for the termination of preg- 
nancy. A prenatal clinic is maintained at the Uni- 
versity of California Hospital in which the patient is 
seen every two weeks but in some instances the 
toxemia developed so rapidly that a threatening 
eclampsia escaped prenatal observation. 

Foetal abnormalities: This group comprised 8 
cases (8.2 per cent) in all except 1 of which the 
child was still-born. The single exception was a 
hydrocephalic child which made respiratory efforts 
during extraction. 
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Prematurity: There were only 5 cases in this 
group after deducting those mentioned previously. 
All of the babies survived a few hours after birth and 
autopsy showed no other abnormality than atelec- 
tasis. 

Placenta previa: There were only 2 cases in which 
hemorrhage occurred before manifestations of labor. 

Various causes: These included 1 premature 
separation of a normally implanted placenta, 2 cases 
of premature rupture of the membrances (1 of these 
ruptured one month before delivery and the infant 
died of an infection which ascended through the 
cord), 1 case of abdominal pregnancy, and 1 case 
of cord hemorrhage due to slipping of the cord liga- 
ture in the case of a seven-months’ infant delivered 
by cesarean section because of placenta previa. In 
general, this series showed an equal division between 
primipare and multipare. 

The article contains several tables showing the 
presentation, the relation of the number of preg- 
nancies to foetal death, and the age of the mother. 
The general Classification of the total number of 
cases is as follows: 


CAUSE AND PERIOD OFJONE HUNDRED AND 
NINETEEN Fa@tTaL DEATHS 





Under Over Williams 
30 30 Per- in 10,000 

Cause weeks weeks centage cases 
| ee © 8 1£5.§ 26.4 
UMEMOWMN ..... 5. ccc ccwee s 97 -eh.g- 260 
Birth trauma............. © 36 37.1 17.6 
Rd on cine oka 4 9 9.2 6.5 
Foetal abnormality........ r 8 8.2 3.4 
Prematurity.............. 2 5 ca, 3 
Placenta previa.......... 2 2 2.0 3.2 
NES foiaass paonitw awe 8 5 5.2 11.2 

WG caiwiweccciensd 22 97 100.0 


H. K. Grnson. 
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ADRENAL, KIDNEY, AND URETER 


Forni, G.: The Course of Tuberculosis in a Kidney 
after Removal of the Opposite Kidney (Sul 
decorso della tubercolosi in un rene dopo V’aspor- 
tazione del rene opposto). Arch. ital. di chir., 1919, 
i, 85. 


Although the amount of experimental work on 
renal tuberculosis reported in the literature is 
enormous, Forni was struck by the paucity of 
reports regarding the influence of nephrectomy on 
the course of tuberculosis in the retained kidney. 
He was interested in the question whether or not 
the hypertrophy after removal of a kidney affects 
the remaining diseased organ beneficially. He 
reviews the experimental work which relates to 
this question and cites several authors, Uffreduzzi 
in particular, who produced bilateral renal tuber- 
culosis by direct injection of a pure culture of tu- 
bercle bacilli into the renal parenchyma. Uffreduzzi 
found that animals upon which a unilateral nephrec- 
tomy was performed lived longer than control 
animals and in some cases the progression of the 
disease process in the remaining organ was very 
gradual. In several instances there was a regression, 
partial or total, which resulted in a clinical cwe, 
healed lesions being found at autopsy. 

Clinically it has been noted that vesical tuber- 
culosis is benefited by the removal of a tuberculous 
kidney. Several authors are quoted also who report 
on the favorable effects of nephrectomy in cases 
of bilateral renal tuberculosis. Removal of the 
more diseased kidney is sometimes followed by 
regression of the process in the other organ, life is 
prolonged, and occasionally there is complete 
recovery. 

Forni has attempted to reproduce experimentally 
the conditions found in man when operative inter- 
vention on the more extensively diseased kidney 
is indicated, and has endeavored to follow the 
changes in the gross and microscopic picture which 
ensue in the retained tuberculous kidney after 
nephrectomy. Tubercle bacilli of both human and 
bovine types were injected into the kidneys directly 
and proper control animals were used. Nephrec- 
tomy was performed after from thirty to sixty days. 
The kidneys retained were studied in the different 
animals at intervals of thirty, sixty, and ninety 
days, and accurate gross and microscopic descrip- 
tions were recorded. These are given in detail in 
this article, together with several colored illustra- 
tions. 

The author’s results and conclusions may be 
summarized briefly as follows: 

The removal of one kidney means an increased 
blood supply, an active hyperemia, for the remain- 


ing kidney. An organ rich in blood is less suscep- 
tible to tuberculous infection than an organ with a 
poor blood supply. Nephrectomy is well boine 
by most animals. In general it may be stated that 
the compensatory hypertrophy with hyperemia 
has a favorable influence on the tuberculous lesion 
in the remaining kidney. Comparing the kidneys 
with those of the control animals, it was noted that 
the tuberculous lesions were less diffuse in the former 
and more circumscribed, showing less tendency to 
cavity formation and a greater tendency to con- 
nective tissue production and sclerosis. There may 
be no regression of the lesions but they tend to 
remain localized. In the guinea pig and rabbit 
nephrectomy has a beneficial influence on the re- 
maining tuberculous kidney. and in the evolution 
of the tuberculous process there is an arrest of 
extension with the appearance of fibrous tissue for- 
mation and sclerosis demonstrating a tendency to 
cicatrization and healing. These results are in 
accordance with clinical reports, and therefore it 
appears thit removal of the more diseased organ is 
not contra-indicated in bilateral renal tuberculosis. 
1. F. VoLint. 


Berry, F. B.: Report of Three Cases of Combined 
Tumors of the Kidney in Adults. J. Med. Re- 
search, 1919, xl, 459. 


Mixed tumors of the kidney in the adult are rare 
and of an entirely different character from those 
which arise congenitally. 

The tumors reported here the author states, 
should not be confused with the more common em- 
bryonic mixed tumor of the kidney in children, 
which is the usual type of renal tumor in children 
but extremely rare in adults. 

Of the three growths herein described, the first 
contained the elements of a fibrosarcoma and an 
adrenal-cell carcinoma; the second was a combina- 
tion of a fibrosarcoma and a papillary adenocar- 
cinoma; and the third an adrenal-cell carcinoma 
and a leiomyosarcoma. During the past twenty 
years but four such cases passed through the patho- 
logic laboratory of the Boston City Hospital: the 
three described by the author and that of a man 51 
years of age in whose case autopsy showed an adrenal 
tumor at the upper pole of the kidney, a true renal- 
cell adenoma, and a carcinoma of the colon. 

Aside from the teratomata and embryomata of 
the testis or ovary and mixed tumors of the parotid 
gland. combined tumors of the same organ have occa- 
sionally occurred, as for example epithelial and sar- 
comatous tumors occurring side by side in the breast 
and, in rare instances, the same combination in the 
uterus. Of the last type mentioned there has been 
one case of adenocarcinoma and fibrosarcoma of the 
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fundus and one of adenocarcinoma, epidermoid car- 
cinoma, and fibrosarcoma, all primary in the fundus. 

From the standpoint of embryology all three of the 
cases cited by Berry might be classed simply as sar- 
coma on the ground that the cortex of the adrenal 
and the tubules of the kidney are both of mesen- 
chymal origin. Regarding the proper classification 
of adrenal-cell tumors alone there has been much dis- 
cussion and uncertainty. As to whether the sar- 
coma in two of the author’s cases was secondary to 
the epithelial type of growth and merely an exces- 
sive reaction on the part of the stroma, Berry states 
that in both of these cases there were two distinct 
tumors each of which was growing quite independ- 
ently of the other. 

A review of the literature on the subject of kidney 
neoplasms revealed two divergent opinions as to the 
origin of the hypernephroid variety. According to 
one group of investigators they arise from adrenal 
rests. Others are inclined to the view that they orig- 
inate from regeneration of tissue. Combined tumors 
were rare. 

The author found that it was not possible to 
determine the origin of these tumors exactly. Re- 
garding two of them, he considered three possi- 
bilities: 

1. A true mixed tumor with the two parts inter- 
lacing throughout, such, for example, as a mixed 
tumor of the parotid gland. This he definitely ruled 
out, however, for in both of these cases the different 
types of growth were quite distinct from one another 
and each part had its own stroma. 

2. A true combination of two tumors—epithelial 
and connective tissue. 

3. A sarcoma stimulated by the carcinoma and 
hence merely overactive stroma. 

By the same reasoning that the neoplasms de- 
scribed did not fall into the first class mentioned, it 
seemed more probable that they were true combina- 
tions of two tumors rather than overactive stroma. 
This view was supported still further by the neo- 
plasms in the third case. Inasmuch as the sarcoma 
here was of the smooth-muscle type, it was evident 
that it was merely overactive stroma. In this in- 
stance undoubtedly both of the tumors arose from 
foetal rests beneath the capsule of the kidney. In ad- 
dition, the arrangement of the types of growth was 
the same in the three cases and therefore Berry was 
inclined to place the first two cases in the same class 
as the third and regard them all as true combined 
tumors. G. E. Bry. 


Young, E. L., Jr.: Silent Renal Calculi. Boston M. 
& S.J., 1919, clxxxi, 573. 


The frequency of so-called silent renal calculi, 
the damage done by them, and the length of time 
required for such damage are questions the author 
seeks to answer by a review of the recent literature 
and 3,960 autopsies done at the Massachusetts 
General Hospital since 18096. 

Text-books teach that a stone is a potential or 
an actual cause of injury and therefore should be 
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removed, but a review of the literature favors the 
opinion that: (1) operation is not necessary when 
the stones are small; (2) stones in the calyces cause 
little damage unless their presence results in ob- 
struction and infection; and (3) pelvic stones are 
much more harmful than cortical stones. 
Thirty-seven cases of stone were found in the 
autopsy series, all those of patients who had en- 
tered the hospital for some other condition. Of 
these, 24 had had no symptoms. In 4 cases the 
urine was negative. In 13 there was a slight trace 
of albumin with a few pus cells, and in 6, much al- 
bumin and pus. The stones. which were bilateral 
in 7 cases and multiple in 20, varied in size from 
1 mm. to large stones which almost filled the kid- 
ney. In 15 cases there was no gross damage. In 
9 of these slight dilation of the pelvis or calyces or 
some slight atrophy of the renal elements was found. 
In 22, the kidney had been more or less damaged. 
In 5, chronic interstitial nephritis was present, 
but this had no relation to the stones. Micro- 
scopic examination revealed atrophy in several 
cases. FRANK HINMAN. 


BLADDER, URETHRA, AND PENIS 


Buerger, L.: The Pathology and Operative Treat- 
ment of Contracture of the Neck of the Blad- 
der. J. Am. M. Ass., 1919, Ixxiii, 1677. 


The author restricts the term “contracture of the 
neck of the bladder”’ to designate pathologic process- 
es involving the region of the internal vesical 
sphincter and the adjacent peri-urethral tissues of 
the prostatic urethra which do not belong to the 
class of true neoplastic formations and result in a 
greater or less coarctation, rigidity, or distortion of 
this portion of the urethrovesical canal. The 
author’s conclusions are somewhat at variance with 
the observations of those whose investigations 
are based for the most part on material obtained 
at necropsy. 

While admitting that the work of Randall and 
the anatomical studies of Lowsley are very 
valuable in demonstrating that ,there are other 
vesical obstructions than pure adenomata and so- 
called hypertrophies, his clinical and pathological 
observations seem to accord rather with the 
occasional clinical findings of other authors who 
report true stenosis of a fibrotic character at the 
internal urethrovesical outlet. Although other forms 
have been encountered, they all have this in com- 
mon, i.e., an essentially fibrotic or inflammatory 
fibrotic lesion occupying the internal vesical sphinc- 
ter and the peri-urethral intraprostatic region. 

The author proposes a new operative procedure in 
the treatment of these cases based wholly on the 
nature of his pathologic findings which have demon- 
strated extensive involvement of the adjacent 
parts in the sphincteric lesions. 

He divides his 17 cases pathologically into three 
classes: (1) fibrosis (8 cases); (2) fibrosis and in- 
flammation (4 cases); and (3) fibrosis associated 
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with adenomata or fibromata, or infiltrating ade- 
nomata (5 cases). 

Buerger maintains that lesions such as those in 
these 17 cases of contracture are too extensive and 
deep to be materially influenced by anything but a 
radical operation. During the last three or four 
years, therefore, his procedure has been as follows: 

The internal sphincter is exposed suprapubically 
and the nature of the contracture studied visually 
and by the insertion of the index finger which finds in 
most cases the ring so sclerotic and tightly contracted 
that the finger tip cannot be made to enter it without 
tearing. Tearing is then done, the tear usually 
occurring at the anterior commissure. The inferior 
posterior lip of the sphincteric region is then grasped 
with forceps and drawn upward so as to give better 
exposure. The amount of tissue seized in the forceps 
depends upon the nature of the lesion, a smaller or 
larger bite being taken according to the apparent 
extent of the contracture. A sufficient amount of the 
sphincter having been seized with the forceps, it is 
removed in a large pyramidal piece by means of a 
long sharp knife. The base of the pyramid is formed 
by a portion of the bladder floor, its lateral walls by 
the lateral margin of the sphincter, and its apex by 
the fossula prostatica near the verumontanum. 
The incision is carried downward for at least 114 
cm. or more through the sphincter into the prostate. 
Usually an intact piece may be removed. ‘The 
sphincter is then dilated with the finger, and the 
urethra further dilated with a sound. Bleeding is 
controlled by a small pack placed in the sphincter 
region and posterior urethra and carried out through 
the suprapubic wound. If stitches are required to 
control the bleeding, care should be taken not to 
bring the cut mucosal edges together. 

In the 17 cases operated upon in which the diag- 
nosis was confirmed by pathologic examination there 
were 13 cures and 2 failures. One of the failures was 
a case of complete retention of urine and the other 
the case of a highly neurotic patient. Two other 
patients were merely improved although one of them 
is almost free from symptoms. FRANK HInMAN. 


GENITAL ORGANS 


Meaker, S. R.: A Modified Operation for Scrotal 
Varicocele, together with a Local Anesthetic 
Technique. Lancet, 1919, cxcvii, 973. 

The author’s operation, which is based on ana- 
tomical principles, is very simple and can be very 
quickly performed under a local anesthetic. It 
is more directly applicable to moderate sized vari- 
coceles, however, than to the large ones, For the 
latter, the Parona operation is the method of choice, 

Through the high varicocele incision the inter- 
columnar and cremasteric fascia are picked up and 
nicked, exposing the cremaster, Then four sutures 
are introduced from within the cremaster tube, pick- 
ing the muscle up in three or four places. Four 
sutures are then placed anteriorly from without, also 
picking up the muscle. Care is taken to place the 
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sutures in the long axis of the tube and to avoid the 
genitocrural nerve. They are so introduced that, 
when tied, the top of the testicle is at the level of 
the root of the penis. The edges of the incision are 
approximated into the tube. The posterior sutures 
are tied first and then the anterior sutures, If neces- 
sary, an external suture is placed in the cremasteric 
incision. If it is desirable to remove any large veins 
they are resected individually, no effort being made 
to approximate the cut ends. This part of the 
operation is done before the sutures are introduced 
into the muscle, 

When working with the patient under a local 
anesthetic the author gives preliminary hypoder- 
mics of morphine and scopolamine, graduating the 
dose according to the patient’s age and temperament 
and the magnitude of the operation, 

The anesthetic is given in two stages. First, the 
cord is held between the left thumb and forefinger 
at the exit from the external ring and one drop of 
a 2 percent solution of novocaine is injected into the 
skin directly over the cord. Second, a fine needle is 
passed through the anesthetized area, the needle 
being detached from the syringe in order to detect 
bleeding if a vein is struck, which, however, is a 
rare occurrence. Four cubic centimeters of 2 per 
cent solution are then injected into the cord. In 
five minutes a conductive anesthesia of the scrotal 
contents results. In the meantime the skin is infil- 
trated. Following the operation the patient may be 
allowed to get up in about one week and is able to 
discard the suspensory in a fortnight. 

The operation described gives adequate and per- 
manent support to the testicle with few adhesions 
and no restriction of mobility. There is little or no 
thickening in the operative area and no postopera- 
tive congestion. J. E. Srruruers. 


Moreau, L.: The Surgical Treatment of Gon- 
orrhoeal Epididymitis (Traitement chirurgical 
des épididymites blennorrhagiques). J. d’urol. méd. 
et chir., 1919, viii, 187. 


Inpersistent gonorrhoeal epididymitis, epididymot- 
omy has demonstrated the presence of purulent 
collections in the inflamed tissues and the fact that 
their evacuation usually suffices to overcome the 
symptoms. It is well, however, to complete the epi- 
didymotomy by opening, inverting, and resecting 
the tunica vaginalis which will always be found 
to contain fluid. 

The author gives the stages of his operative treat- 
ment as follows: 

1. Local anesthesia induced with stovaine. 

2. A longitudinal incision in the globus minor 
which has the appearance of a more or less volum- 
inous tumor; if necessary this incision is prolonged 
into the globus major. 

3. Curettage of the globus minor. 

4. Opening of the tunica vaginalis and destruction 
of the partitions which divide it. 

5. Reflection and, if necessary, resection of the 
tunica vaginalis. 
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6. Replacement of the testicle and insertion of a 
drain which is led out through the lower end of the 
scrotal wound. 

Drainage is discontinued after the second or 
third day. The patient is able to get up early and 
the operative results are excellent. 

W. A. BRENNAN. 


Hubbard, T. B.: Epididymotomy Treatment of 
Acute Gonorrheal Epididymitis. South. M. 
J., 1919, xii, 619. 

The author summarizes his experience with 
epididymotomy in acute epididymitis in a series of 
twenty-five cases operated upon in an army base 
hospital. 

Hubbard believes that the operation is imperative 
in acute cases with rapid swelling of the epididymis 
and severe pain and should be performed early. It 
is advisable also in recurrent and relapsing cases. 

To prevent postoperative hydrocele the author 
resects the tunica vaginalis close to the epididymis 
and provides drainage. In the series reported there 
was no recurrence in the cases which could be fol- 
lowed, and the operation gave immediate relief. 

H. L. SANFoRD. 


Michelson, H. E.: Syphilis of the Epididymis. J. 
Am. M. Ass., 1919, \xxiii, 1431. 


Syphilitic involvement of the epididymis or cord 
independent of disease of the testicle is rare. Three 
forms of syphilitic epididymitis have been described: 
(1) acute, diffuse, interstitial; (2) chronic, diffuse, 
interstitial, and (3) gummatous (circumscribed). 

The diffuse type is the more acute and may occur 
after the second month of infection. Very few cases 
have been reported which occurred before the third 
year, and the majority of cases occur after the fifth 
year. Shadek states that in the early, diffuse variety 
of syphilitic epididymitis there is a partial or total 
swelling of the entire epididymis. This swelling at 
first feels uniform, elastic, and smooth, and does not 
attain a large diameter. As the process continues, 
however, distinct indurations develop which vary in 
size from that of a bean to that of a hazelnut. Pinner 
states that these are often found in the upper pole, 
more seldom in the body, and rarely, if ever, in the 
lower pole. The enlargement is rather acute, some- 
what painful, and accompanied by hydrocele. After 
a few days the condition can be detected by palpa- 
tion as a painless, irregular, elastic, rather hard 
thickening of the entire organ. After a few months 
the induration may become absorbed and the epidi- 
dymis may return to its normal size, but more often it 
remains very solid and somewhat sensitive. In some 
cases it becomes atrophic, occluding the lumen. In 
the early type the process seldom passes on to the 
testicle, while in the gummatous stage the testicle 
is first attacked. The inflammation is rarely bilat- 
eral. 

The chronic, diffuse, interstitial type is a connec- 
tive-tissue change which may follow the more acute 
variety or come on independently. It is then a slow, 
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chronic, diffuse process, or a process consisting of a 
series of distinct cartilaginous indurations. The con- 
dition is painless. Examination reveals the entire 
epididymis as a firm, resistant, solid, uneven, in- 
dented tumor which is in apposition with the testicle 
but does not overlap it. The induration ends ab- 
ruptly and does not taper into normal tissue. The 
vas deferens is rarely involved. 

The gummatous type of syphilitic epididymitis 
begins in the late periods of the disease. Several 
small nodules, varying in size from that of a bean to 
that of a hazelnut, develop in the body or head of 
the epididymis. The masses are smooth, quite hard, 
and painless. They. rarely break down to the extent 
that they rupture externally. The tumor has a con- 
nective-tissue origin, either from the external coats 
of a blood vessel or from connective-tissue mem- 
brane. It is made up largely of fibrous tissue and 
goes through the various phases which are character- 
istic of all gummata. Gummata of the epididymis 
may be secondary to gummatous involvement of 
the testicle. 

The author gives the reports of 7 cases and draws 
the following conclusions: 

1. Syphilitic involvement of the epididymis is 
not an extremely rare occurrence. 

2. Bilateral involvement is unusual. 

3. The more common type is the chronic, diffuse, 
interstitial type. 

4. Some cases of hydrocele are due to syphilis. 

5. All patients presenting themselves for disease 
of the scrotal contents should be examined for 
syphilis. 

6. The diseased portion is not necessarily con- 
fined to the upper pole, the entire epididymis being 
frequently involved. B. S. BARRINGER. 


Lydston, G. F., and Latimer, M. J.: The Etiology 
of Hypertrophied Prostate. Am. Med., 19109, 
Nn. S. xiv, 699. 


The authors have carefully reviewed the history 
of the different causes of prostatic hypertrophy and 
sum up their conclusions in these words: 

“Whether or not the bacillus coli primarily is 
responsible for a single case of prostatic hyper- 
trophy, the fact remains that prostatic disease of 
whatever kind is a constant invitation to colon- 
bacillus infection, and few cases of primary prostatic 
enlargement run their course without its develop- 
ment. Irrespective of its etiologic importance, it is 
obvious that the effect of intercurrent colon-bacillus 
infection must be an increase of the enlargement 
and of the obstructive effect of the prostatic disease. 
As bearing upon the etiology of prostatic hyper- 
trophy, in the authors’ experience superadded colon- 
bacillus infection of the prostate and bladder is sug- 
gestively frequent in subacute and chronic deep- 
seated gonorrhoea. A very large proportion of cases 
of chronic so-called gonorrhceal cystitis and prosta- 
titis really are colon-bacillus infections in which 
gonorrhoea merely has prepared the soil and plays 
a distinctly subordinate réle. ” W. E. Lower. 
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LaRose, V. J.: Prostatectomy: A Study of Thirty- 
Four Cases from the Standpoint of Mortality 
and Morbidity. J.-Lancet, 1919, xxxix, 519. 

In discussing the pre-operative treatment LaRose 
emphasizes the necessity for careful preparation 
and study of each case. Many of his patients came 
to him with severe traumata of the urethra requiring 
suprapubic drainage for long periods. 

Of the various operative procedures the author 
prefers the two-stage suprapubic method with 
combined local and general anesthesia. Only in 
comparatively young and vigorous patients does 
he perform a one-stage operation. 

In the series of 34 cases, 3 deaths occurred soon 
after operation: 1 from cerebral embolus, 1 from 
uremia, and 1 from bronchopneumonia. Six of 
the patients died from intercurrent diseases at 
varying periods after operation. Twenty-five are 
living and well from one to twelve years after 
operation. H. L. Sanrorp. 


Pauchet, V.: Prostatectomy under Local Anzs- 
thesia (Prostatectomie sous anesthésie locale). 
Paris: Maloine, ro19. 


This work is based on 500 prostatectomies per- 
formed bytheauthor. Inthe beginning the mortality 
varied from 10 to 15 per cent, but has since fallen to 
2 or 3 per cent, and in the last 50 cases there were 
no deaths. 

The author has performed 72 perineal pros- 
tatectomies, 2 by the suprapubic and perineal routes 
combined. He follows chiefly Freyer’s technique. 

When it is probable that infection has occurred 
the deferent canals are sectioned to prevent orchitis. 
To avoid the risk of hemorrhage the prostatic 
cavity is tamponed. In cases of bladder infection, 
acute retention, distention of the bladder, incon- 
tinence, renal or cardiac insufficiency, diabetes, 
obesity, hernia, and poor general condition, the 
operation is performed in two stages. In such cases 
cystostomy with section of the deferent canals under 
local anesthesia is not attended by risk. 

The second stage of the operation is performed 
several weeks, or better, several months after the 


‘first stage, when the urine is clear and the patient 


appears to be in good general condition. 

The author uses sacral anasthesia induced by 
three injections of 5 cubic centimeters of Corbiére 
novocaine-adrenalin on each side of the sacrum. 

Emphasis is placed upon the importance of post- 
operative care. The tampon is withdrawn after 
four days and a suprapubic sound inserted. After 
eight days a retention urethral catheter is intro- 
duced. The bladder is closed under local anesthesia 
fifteen days after the operation. Healing is usually 
complete in from twenty to twenty-five days. 

Breathing exercises and general massage during 
the postoperative course are recommended to 
stimulate the general vitality, and disinfection of 
the teeth is advised to prevent digestive disturb- 
ances and pulmonary complications. 

W. A. BRENNAN. 


MISCELLANEOUS 


Juaristi, V.: Traumata of the Urinary System as 
Occupational Accidents (Los traumatismos del 
aparato urinario como accidentes del trabajo). 
Prog. de la clin., Madrid, 1919, vii, 198. 


Neither the laws nor the physicians (of Spain?) 
take into consideration other lesions than those 
of the limbs, head, and eyes as accidents due to 
occupation. Among visceral lesions only hernie 
receive any attention, yet injuries of the urinary 
system are neither rare, insignificant, nor free from 
medicolegal problems. The patient’s future depends 
on immediate care and this is usually not available. 
Moreover, in estimating how much the workman 
is incapacitated consideration is not taken of many 
contingencies which may make his future worse 
than might be expected from an apparently good 
present condition. 

The .kidney, in spite of its position and muscular 
protection, suffers contusions the effects of which 
are aggravated by the great vascularity of the 
organ. Usually these injuries are caused by falls, 
crushing accidents, or trampling by horses or 
cattle, as in the bull fights, though muscular strain 
such as that of ball playing may also produce them. 
Such cases are not reported oftener because renal 
tears are cicatrized so easily and promptly and 
because the renal lesion is usually associated with 
rupture of other viscera or fracture of the ribs or ver- 
tebre which are more obvious. Even in postmortem 
examinations the kidneys may be overlooked unless 
a previous hematuria has called attention to them. 

The lesions observed by the author have varied 
somewhat from the six experimental types of Tuffier: 
(1) simple capsular ecchymosis; (2) laceration of 
the pedicle; severe or even fatal hematuria; rup- 
ture of the ureter; (3) subcortical rupture; tearing 
of the parenchyma in a limited area, the intrarenal 
haematoma being walled in by the unbroken capsule 
walls; (4) longitudinal and transverse cortico- 
medullary ruptures of all degrees; complete or in- 
complete fissures; severing of a portion, usually 
one pole; (5) comminution comparable to an explo- 
sion, the numerous small fragments always being 
wedgeshaped; and (6) rupture into the peritoneum. 

The symptomatic picture varies according to 
whether the renal lesions are simple or associated 
with other injuries. If pain and haemorrhage are 
severe, shock is intense; otherwise it may be absent 
or come on late. The most constant local symptom 
is the defensive reaction of the lumbo-abdominal 
muscles. Colicky pain due to the passage of coag- 
ula or particles of parenchyma is seldom absent in 
the region of the kidney. Hemorrhage is almost a 
pathognomonic symptom. It presents itself as 
hematuria if the passages are open to the meatus, 
or as a perinephric hematoma if the passages are 
obstructed, the capsule is broken, or there is a 
lesion of the vascular pedicle. 

If the damage is not so great that the patient 
does not react and spontaneous hemostasis is not 











GENITO-URINARY SURGERY 


established promptly and if the ureter remains 
permeable, it is probable that cicatrization will take 
place after the immediate degeneration of the 
separated fragments. In such case part of the kidney 
becomes scar tissue and the remainder hyper- 
trophies to compensate for the loss. 

Surgical intervention is therefore not always 
necessary, but the indication is absolute under the 
following circumstances: intense or continuous 
hemorrhage without noticeable diminution; fre- 
quent or permanent obstruction of the ureter or 
urethra by coagula or fragments; perirenal infiltra- 
tion of urine; infection and tearing of the perito- 
neum. 

The acute situation having been met, it remains 
to decide upon the permanent disability. In 
Juaristi’s judgment, this is apt to be important, 
since such accidents have severe sequela such as 
sclerosis, nephritis, hydronephrosis. fistula, hernia, 
etc. Accordingly he believes such patients should 
be adjudged larger indemnities than are now con- 
sidered sufficient upon a declaration of partial 
disability. 

Injuries to the urethra occur from straddle falls 
and crushing accidents to the pelvis. Although there 
are exceptions, the anterior urethra is usually torn 
in the former type of accident and the posterior 
urethra by the latter. 

The anterior urethra is always torn in front of the 
bulb and as a rule the rupture is subcutaneous. A 
history of an accident followed by urethrorrhagia 
interrupted only by clots establishes the diagnosis. 
Immediate removal to an operating room is neces- 
sary so that intervention may be had promptly to 
prevent infiltration of the urine and if possible to 
correct the urethra. 

In any case, the essential problem is to secure 
the upper end of the urethra. It may be necessary 
to resort to a hypogastric incision and practice 
retrograde catheterization. Often plastic work must 
be done to re-establish the urethra, and there are 
cases in which repair is impossible, the only recourse 
being a hypogastric meatus. 

Such a patient, after suffering for months, could 
not possibly be considered as having a full working 
capacity; there would be at least permanent partial 
disability, and more probably total disability. The 
author makes a strong protest against the injustice 
which deprives such persons of proper compen- 


sation. M. M. Matruies. 
Schmidt, L. E.: Bacteriuria. Jilinois M. J., 1919, 
xxxvi, 188. 


If freshly voided urine free from pus is turbid, the 
turbidity being due entirely to the presence of 
micro organisms and not to urinary salts, this 
condition is referred to as “‘ bacteriuria.” 

There is a class of cases of bacteriuria, however, 
where pus also is found in the urine because of 
the presence of an inflammatory condition. In the 
vast majority of cases seen in routine practice the 
urine contains pus in varying amounts and this 
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pus may or may not have a bearing on the bacte- 
riuria. Take for instance the so-called colon-bacillus 
infections of the kidneys. In these, pus and blood 
are found in the urine as well as large numbers of 
bacteria. In some other conditions also the bacteria 
may descend from the upper urinary tract but the 
pus may come from some chronic inflammatory 
condition of the urethra or adnexa. 

Another class of cases are those in which the 
presence of pathologic conditions outside of the 
urinary tract has been definitely demonstrated and 
the bacteria, pus, and blood make their entrance 
into the urinary stream from these foci. 

Finally, there is a distinct group of cases in which 
there is a complete absence of demonstrable lesions 
and pus and the turbidity of the urine is due entirely 
to the presence of bacteria. 

In the investigation of bacteriuria and the bac- 
teriology of the urine, even when it contains pus, it 
is highly desirable to ascertain where the bacteria 
enter the urinary stream. 

In the acute infectious diseases, such as typhoid 
fever, it is not at all uncommon to find the true 
bacteriuria due entirely to the bacillus typhosus, 
pus and blood being absent. 

Again in chronic pulmonary tuberculosis. in- 
vestigations have shown that in a fair percentage of 
cases the bacillus tuberculosis is eliminated through 
the kidneys constantly. 

The same is true also in many other infectious 
diseases. At any time the bacteria may cause 
an inflammatory disease of the urinary tract 
which may be the only involvement or may be’ 
concomitant with the bacteriuria. 

Often, for example, in the cases of patients who 
have had urethral infections with adnexal com- 
plications which have run their course, bacteria 
may be found in the urine constantly in the absence 
of all clinical evidence of further inflammatory dis- 
ease focal conditions, pus in the urine or adnexa, 
blood changes, fever, or general symptoms. Un- 
doubtedly the point at which the bacteria enter the 
urine has often been found. Occasionally bacteriuria 
has been noticed following instrumental treatment 
or examination and therefore it has been concluded 
that the point of entrance was an injury. 

In this connection the question again comes up as 
to why bacteria are pathogenic at certain times and 
non-pathogenic at other times, and why they some- 
times cause marked inflammatory reaction and at 
others are apparently not at all injurious to the same 
tissue. The colon bacillus in some instances, for 
example, causes most violent attacks of true infec- 
tion of the kidneys, high temperature, chills, and 
most pronounced general and local signs and symp- 
toms. In these cases the point of entrance is thought 
to be exactly the same as in cases of colon-bacillus 
bacteriuria. Many theories have been set up and 
it is true that many factors may be involved, but 
in the author’s opinion the explanation is to be 
sought in the virulence of the particular strain and 
the general and local resistance of the body. 
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Bacteriuria is supposed to occur under conditions 
similar to inflammatory diseases. When an in- 
flammatory condition subsides, however, certain 
changes in the tissues result and the invading 
micro-organisms disappear, while in bacteriuria this 
is not true. In these cases microscopic examination 
does not reveal any changes in the tissues and in 
some instances the bacteria appear and reappear, 
though as a rule their presence is constant. 

The symptoms in cases of bacteriuria as observed 
by Schmidt are varied. In some instances, both 
local and general symptoms are practically absent 
or only temporarily absent while in others there may 
be only general symptoms such as headache, back- 
ache, a feeling of extreme tiredness, and in some 
cases a rise in temperature and chills. In still other 
cases there are only local urinary symptoms. 
Finally there are cases with both general and local 
symptoms of varying severity. 

During the course of any one of these four distinct 
types of bacteriuria there may be chills and fever 
or only a single chill followed by fever, and one or 
all of the general and local symptoms may become 
very pronounced. To illustrate the various phases 
of the condition the author reports the following 
cases: 

Group 1. Female, aged 47 years unmarried. Seen 
November, 1900. The patient had had no sickness 
of any kind except typhoid fever at the age of 31 
years. The examination was negative in every 
respect except for cloudiness of the urine which the 
patient claimed had persisted since the attack of 
typhoid fever. She did not recall any local or general 
symptoms except chronic tiredness. Ureteral cath- 
eterization showed turbid urine from both sides, and 
cultures showed the presence of the bacillus typhosus. 
Lavage of the renal pelvis and general treatment 
gave no relief. 

Group 2. Male. aged 55 years. Considered him- 
self in perfect health until April, 1916, when he had 
headache, became drowsy and dizzy, and thirty 
days after the onset had a chill and an increase in 
temperature. ‘There were no urinary or sexual 

_symptoms. The urine was turbid, with the typical 
appearance of bacteriuria, and contained a few 
shreds which showed the presence of pus. There 
were no other abnormal findings except bacteria in 
the urine. At the next visit a catheter was introduced 
into the bladder under sterile precautions, and the 
urine withdrawn was slightly cloudy. The vesicles 
were palpated and Felehis’ instrument was used to 
strip them. In all instances cultures showed the 
presence of the colon bacillus. In the secretions 
from the vesicles pus and a few red blood corpuscles 
were demonstrated. The patient was given systemic 
and local treatment, including vaccine treatment. 
In June, 1918 his condition was practically the 
same as at the onset. 

Group 2. Female, married, aged 28 years. The 
chief complaint was a feeling of fullness and a burn- 
ing sensation over the lumbar region. There were 
practically no urinary symptoms. As a rule the 
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patient felt tired and sleepy. The usual medical 
and vaccine treatment has given no relief. The 
urine has the typical appearance of a bacteriuria and 
separately collected specimens from the right side 
have always given pure cultures of colon bacilli. 

Group 3. Female, married, aged 59 years. Com- 
plaint was made of discomfort after urination re- 
sembling a tenesmus which persisted for ten or 
fifteen minutes; urination necessary every two and a 
half hours, day and night. The examination was 
completely negative. Ureteral catheterization at 
three different times, four weeks apart, yielded per- 
fectly clear urine, but colon bacilli were obtained 
every time from both kidneys. No pus was present 
in either the bladder or kidney urine. 

THEODORE DrozpowITZz. 


Young, H. H., White, E. C., and Swartz, E. O.: A 
New Germicide for Use in the Genito-Urinary 
Tract: ‘‘Mercurochrome-220”: Preliminary 
Report of Experimental and Clinical Studies. 
J. Am. M. Ass., 1919, \xxiii, 1483. 


During the past two years the authors’ research 
work has been given over largely to the study of 
antiseptics with a view to developing drugs appli- 
cable to the genito-urinary tract. As a result of 
both experiments and clinical use, Davis and Harrell 
recommended the use of-acriflavine in the treatment 
of acute gonorrhoea. 

Impressed with the possibilities of dyes as a basis 
for the development of therapeutic compounds, the 
authors have concentrated their efforts on the pro- 
duction of new drugs possessing the penetrating 
qualities of dyes which at the same time are germi- 
cidal, relatively non-toxic, and non-irritating. The 
number of compounds that have been and are being 
produced in the pursuit of this research is consider- 
able. From among them the substance reported 
upon in this paper was selected for extended study. 

In mercurochrome-220 we have a drug of demon- 
strated germicidal value. The speed with which 
some old infections of the bladder and kidney pelvis 
have disappeared after its use is striking, and the 
absence of irritating and toxic qualities, together 
with the ability of the patient to retain a 1 per cent 
solution for hours without discomfort, are sufficient- 
ly proved to establish the possibilities of the drug in 
these conditions. For the first time we have a drug 
of great germicidal strength that can be tolerated 
in the human bladder for several hours, an ideal con- 
dition from the standpoint of its sterilizing effects. 

In synthesizing a drug for local use as a urinary 
antiseptic it was sought to combine the following 
properties: (1) ready penetration of the infected tis- 
sues; (2) lack of irritation of the drug to tissues; (3) 
high germicidal activity; (4) ready solubility in water 
and stability of the solution; (5) freedom from pre- 
cipitation in urine; and (6) sufficiently low toxicity 
to avoid systemic effects from the small amount of 
the drug that may be absorbed. Mercury was 
chosen as the active germicidal principle to be sub- 
stituted in the dye molecule. The organic combina- 
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tions of mercury generally exhibit lower toxicity 
than corresponding amounts of mercury in salt 
form, and frequently, but not always, their germi- 
cidal action is milder than that shown by the salts. 

To the substance obtained by substituting one 
atom of mercury in the molecule of dibromfluorescein 
the authors have given the name ‘‘mercurochrome- 
220.”” Chemically it is dibrom-oxymercury-fluor- 
escein or its sodium salt. The latter contains about 
26 per cent of mercury. 

The free acid is a red powder insoluble in water 
but readily soluble in sodium hydroxide solution, 
with the formation of a cherry-red color and show- 
ing fluorescence on dilution. The dry salt forms iri- 
descent green sc2les which are slightly hydroscopic 
and readily soluble in water. The solution is stable 
and not affected by moderate heat or exposure to 
the air. Strongly acid urine gives a slight precipi- 
tate of the free dye. There is entire freedom from 
precipitation when a 1 per cent solution of the 
drug is mixed with an equal volume of a medium rich 
in protein, such as hydrocele fluid. The solution 
stains the skin a bright red color, but the stain is 
readily removed by rubbing first with 2 per cent 
potassium permanganate solution and then with 2 
per cent oxalic acid solution. 

Attention must be paid to the penetrating power 
of any germicide for use in the urinary tract. Fenger 
has shown that “‘in thirty-eight hours after inocula- 
tion the gonococci have penetrated deep into the 
layers of the mucous membrane which has become 
acutely congested, the epithelium undergoing mu- 
cous degeneration, and exfoliating in patches.” 

During the administration of mercurochrome-220 
to determine its toxicity by injecting solutions of it 
into a rabbit’s ear-vein the compound spread rapid- 
ly from the vein into which it was being injected 
and in a few seconds the entire ear was colored a 
reddish pink. This color persisted with varying 
intensity for from twenty-four to forty-eight hours. 

With a view to determining the penetrability of 
this mercury-bearing dye when used in the urinary 
tract a series of direct experiments was carried out. 
A rabbit was catheterized with a soft rubber cath- 
eter. Through this catheter an ounce of a1 per cent 
solution of the drug was slowly injected into the 
bladder and the catheter slowly withdrawn, allow- 
ing some of the fluid to escape through the urethra. 
At the end of five minutes the catheter was again 
introduced and the bladder was emptied. The rab- 
bit was quickly killed and the bladder and urethra 
were dissected out intact. The bladder was then 
opened and the excess of the solution was removed 
by washing with water. Frozen sections of the ure- 
thra and bladder were made immediately and exam- 
ined. In other instances the bladder and urethra 
were opened and immediately transferred to formal- 
dehyde solution and hardened. Paraffin blocks were 
made and sections cut. 

This experiment was carried out several times, 
the catheter being used in one case, and in other 
instances the bladder being filled through the ure- 
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thra by means of a small syringe. The latter method 
was used to avoid any possible trauma to the ure- 
thral mucosa. In other rabbits the abdomen was 
opened under ether anesthesia, the ureters were 
exposed, the ureter and kidney pelvis were gently 
filled with a 1 per cent dye solution by means of a 
small record syringe and the ureter was ligated. 
Care was taken to prevent overdistention of the 
kidney pelvis. After five minutes the rabbit was 
killed, the ligature removed from the ureter, the 
kidney and the ureter were taken out intact, and 
frozen sections were made and promptly examined. 
In other instances paraffin sections were made. 

Examination of the frozen sections as well as of 
the paraffin sections showed that the epithelial cells 
of the urethra were stained a deep red. This stain- 
ing was most intense in the superficial layers and 
became less intense toward the submucosa. In 
places the submucosa was stained, though not so 
uniformly as the epithelial layers. In some areas 
the stain penetrated the submucosa into the muscu- 
laris. The mercury-bearing dye stained the epithe- 
lium of the anterior and posterior urethra uniformly, 
and to a less extent penetrated to the submucous 
layers. Sections of the bladder and the ureter 
showed the same uniform penetration and staining 
of the cytoplasm of the epithelial cells. The sub- 
mucosa was less deeply stained. Sections of the 
kidney pelvis showed penetration and staining of 
the epithelium. The dye had been taken up also by 
the cells of the collecting tubules which were 
stained for a short distance up the tubules from the 
papilla. In the urethra the epithelium of the glands 
opening into the urethra was stained for some dis- 
tance from the mouths of the ducts. 

In determining the toxicity of the drug various 
solutions were administered intravenously. A vari- 
ation in the amount of the drug that rabbits and 
dogs could tolerate was noted. Ten milligrams per 
kilogram invariably killed rabbits in twenty-four 
hours, but no gross lesions were found at necropsy. 
Rabbits rec*iving 5 mg. per kilogram showed a de- 
crease in phenolsulphonephthalein output and an 
albuminuria that lasted about a week. Dogs toler- 
ated 10 mg. per kilogram very well with no evidence 
of discomfort or illness. In each instance an albumin 
uria without casts and a temporary reduction in 
phenolsulphonephthalein output but no rise in 


‘blood urea resulted. The albuminuria persisted 


about five days. At no time were casts found. The 
phenolsulphonephthalein output returned to nor- 
mal: with the disappearance of the albuminuria. 
No evidence of kidney damage was found at necrop- 
sy in animals killed at the end of the experiments. 
One per cent solutions of mercurochrome-220 
gave no evidence of irritating qualities when used 
in the conjunctival sac of rabbits. Solutions of this 
drug in strengths varying from o.1 to 5 per cent have 
been used in the human genito-urinary tract as a 
local antiseptic. In the kidney pelvis a 1 per cent 
solution was used. This was slowly injected through 
the ureteral catheter, the catheter plugged, and the 
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solution retained for five minutes. No sign of irri- 
tation or reaction followed its use. In the urethra a 
5 per cent solution caused only temporary burning 
when retained five minutes, and a number of cases 
of acute urethritis have been treated by the use of 
a 1 per cent solution injected four times a day, the 
solution being retained five minutes at each injec- 
tion. There was no irritation beyond occasional 
temporary smarting. No cases of retention have 
been seen, and no stricture formation has resulted. 

In only two instances was there any complaint 
of burning or irritation. These were both cases of 
chronic cystitis in old men with residual urine. 

The outstanding fact observed on comparing the 
germicidal values of mercurochrome-220, acriflavine, 
protargol, and argyrol is the rapidity of action of the 
mercury compound in fairly high dilutions. In one 
minute it killed bacillus coli and staphylococcus 
aureus in a dilution of about 1:1,000, a result ob- 
tained with none of the other drugs even in one 
hour. Its effect in fifteen minutes is nearly as great 
as in twenty-four hours as in this short time in dilu- 
tions of 1:5,000 it killed bacillus coli and in dilutions 
of 1:10,000 killed staphylococcus aureus. A few 
tests were made to learn the minimal time in which 
a 1:100 solution would sterilize. Staphylococcus 
aureus was killed almost instantaneously. The same 
test on bacillus coli. showed that a few organisms 
remained after ten seconds’ exposure to the drug. 
Since a 1:800 solution kills this organism in one 
minute, the time necessary for a 1:100 solution to 
kill it is possibly no more than thirty seconds. 

Acriflavine was shown to be much less potent as 
a germicide in even the most concentrated solutions 
if allowed to act on the organisms for one hour or 
less. It surpassed mercurochrome-220 in the 
twenty-four hour test, however, as at this time-period 
it appeared to be about four times as effective as the 
mercury compound. When rapid disinfection is a 
desideratum, as it appears to be, mercurochrome-220 
is superior to acriflavine. 

Comparison of mercurochrome-220 with the sil- 
ver protein compounds is open to two interpreta- 
tions. If we consider the action in the test tube of 
those solutions used clinically—1o per cent argyrol 
and 1 per cent protargol—the silver compounds 
compare favorably with the mercury dye except in 
the action of protargol on staphylococcus aureus. 
If, on the other hand, we consider the action of solu- 
tions of the same concentration of the three sub- 
stances, we find that the silver compounds are in no 
wise comparable with mercurochrome-220. Thus, 
whereas both argyrol and protargol in solutions of 
1:1,000 fail to kill either bacillus coli or staphylococ. 
cus aureus in one hour, the same concentration of the 
mercury dye kills both organisms in about one 
minute. 

In the treatment of infections of the kidney 
pelvis, the following procedure was employed: 

Ureteral catheterization was done and a collection 
obtained from each kidney. This was centrifugal- 
ized and a stained smear made and examined micro- 
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scopically. After the collection was completed, the 
kidney pelvis was gently filled, the gravity method 
being used in some instances and the syringe in 
others, with a 1 per cent solution of mercuro- 
chrome-220, the catheter plugged, and the fluid re- 
tained in the pelvis for five minutes. There was no 
complaint of pain and no severe reaction. When 
the urine from each kidney was free from pus and 
organisms for a week the patient was discharged to 
return for further observation in a month. 

In the treatment of bladder conditions, the ure- 
thra was first irrigated with sterile water, a coude 
catheter was passed, and the bladder washed clean. 
One ounce of 1 per cent mercurochrome-220 was 
then injected through the catheter by pressure from 
a bulb syringe or a Keyes syringe. The patient was 
instructed to retain this solution for at least one 
hour, and longer if possible. This procedure was 
carried out twice a day, and in some instances three 
times a day. Occasionally there was some slight 
burning and smarting, but this lasted only a short 
time. After three or four treatments, the urine 
usually began to clear up, and as soon as it was free 
from organisms the number of treatments per day 
was gradually reduced. It was noticed that as long 
as mercurochrome-220 was used in the bladder the 
urine remained hazy owing to the presence of exfoli- 
ated epithelial cells. 

An abstract of ten cases treated is reported. 

Fifty-one cases of acute specific urethritis were 
treated by intra-urethral injections of 1 per cent solu- 
tions of the drug described. These were all public 
dispensary cases. In none was there any irritation 
beyond a temporary burning or smarting, whether 
the drug was used in the anterior or the posterior 
urethra. The method used in these cases was as 
follows: 

A microscopic examination was made to deter- 
mine the presence or absence of gonococci, the three- 
glass test was used to determine the part of the ure- 
thra involved and the extent of the involvement, 
and the prostate and vesicles were examined at the 
first visit. An anterior urethral irrigation of warm 
sterile water or dilute (1:10,000) potassium perman- 
ganate solution was then given. This was followed 
by the careful injection into the anterior urethra 
of sufficient 1 per cent mercurochrome-220 solution 
to fill the anterior urethra completely, the patient 
compressing the lips of the meatus and retaining the 
solution for five minutes. If the posterior urethra 
was involved the solution was gently forced into the 
posterior urethra by means of a bulb syringe and 
retained in the bladder for an hour or more. A small 
quantity of the drug solution and a blunt-nosed ure- 
thral syringe were then given to the patient and he 
was instructed to inject the solution four times a 
day immediately after urinating and retain it for 
five minutes. When he returned to the clinic, smears 
were examined microscopically, and as the organ- 
isms lessened in number, the number of injections 
was reduced to three and then to two and later to 
one per day. The reduction should be gradual. As 
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long as the drug is used the urine will remain cloudy 
owing to exfoliated epithelial cells. These will be 
found stained pink, while the polymorphonuclear 
cells are not stained by the drug. 

Thirty patients were followed until an apparent 
cure was effected. Twenty-one others were improved 
and discontinued treatment. The average length of 
time required to render the discharge free from gon- 
ococci was ten days. The shortest time was three 
days. These were acute cases, two of which remained 
free from further infection. In one case there was a 
recurrence of the organisms after nineteen days due 
to a re-infection from the prostate. The longest 
time required to render any case gonococcus-free 
was seventeen days. This was a case of an acute 
exacerbation of a chronic infection with involvement 
of the posterior urethra and the prostate. 

Recurrence of organisms took place in six cases 
(20 per cent of the total). Two of these six were 
cases in which the anterior urethra alone was in- 
volved, and the recurrence was probably due to 
stopping the injections before the entire canal had 
been sterilized. Four of the recurrences occurred in 
cases with both anterior and posterior involvement. 
Epididymitis developed in two of these cases, and 
in one case strictures were found subsequently in 
the bulbous urethra. 

The anterior urethra alone was involved in eighteen 
cases (60 per cent of the series). There was ant- 
erior and posterior involvement in twelve cases 
(40 per cent) at the time the patients first pre- 
sented themselves for treatment. Chronic prostati- 
tis was found to be present in fifteen cases (50 per 
cent) on first examination. Three cases (10 per 
cent) developed complications after treatment was 
begun. In two cases in which the involvement was 
anterior when first seen, posterior urethritis and 
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epididymitis developed, and in one, acute prostatitis 
and seminal vesiculitis were later complications. 

Following the first injections there is a slight in- 
crease in the amount of the discharge, which rapidly 
becomes mucopurulent and then serous as it dimin- 
ishes in amount. With this change in the discharge 
the microscopic character of the discharge also 
changes. At first the polymorphonuclears predom- 
inate, but later the epithelial cells increase in num- 
ber as the polymorphonuclears diminish. As the 
epithelial cells increase in number and the organ- 
isms disappear, the number of daily injections 
should be reduced gradually, the discontinuance 
of the drug taking about a week. Any remain- 
ing catarrhal process in the urethra should be 
treated by the use of dilute potassium perman- 
ganate solution (1:10,000) as a daily irrigation 
or a 1:10,000 solution of silver nitrate. When the 
posterior urethra is involved, it frequently clears up 
before the anterior urethra, in some instances only 
three or four itijections being necessary to render 
the urine in the third glass clear. 

In the cases treated by the authors chancroids 
were thoroughly cleaned with soap and water and 
all the necrotic tissue was removed. A moist dressing 
of 1 per cent mercurochrome-220 was then applied 
and some of the solution given the patient with 
instructions to moisten the dressings twice a day 
with it. Later it was found more convenient to use 
a starch paste containing 5 per cent mercurochrome- 
220 by weight, instead of the solution, dressing the 
sore only once a day. No complaint of irritation or 
burning was made by any of the patients. In all of 
the cases the sores became clean in from one to four 
days and presented a healthy healing surface. The 
prompt change in the appearance of the lesions was 
very striking. B. S. BARRINGER. 
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Charles, J. W.: Positive Focal Tuberculin Reaction 
in a Spindle-Cell Sarcoma which had Perfor- 
ated the Sclera. Arch. Ophth., 1919, x\viii, 568. 


Charles records the physical findings, clinical his- 
tory, and pathological report of a case of spindle-cell 
sarcoma of the eye which was of such slow growth 
that he at first believed it to be a tuberculoma. The 
positive tuberculin reaction he attributes to the ori- 
gin of the tumor in the uveal tract, stating that evi- 
dently this patient had a uveal tuberculosis which 
merely extended to the tumor. T. D. ALLEN. 


Nance, W. O.: Serpiginous Ulcer of the Cornea and 
Its Treatment. J/llinois M.J., 1919, xxxvi, 182 


Serpiginous ulcers of the cornea are very apt to 
be overlooked. One of the principal methods of 
treating them is thermotherapy or ‘‘chauffrage,”’ 
which was advocated several years ago primarily by 
Weekers of Liége and later by Prince under the 
term “pasteurization.” According to this method 
the cautery is brought close to the cornea but does 
not touch it. Shahan of St. Louis found in animal 
experiments that a temperature of 152 degrees F. 
for one minute was sufficient to stop the ulcerative 
process both bacteriologically and clinically. 

T. D. ALLEN. 


Wilder, W. H.: The Treatment of Symblepharon 
and the Restoration of the Orbital Socket. 
Am. J. Ophth., 1919, ii, 807. 

The operation for symblepharon requires varying 
degrees of technical skill in proportion to the degree 
of the attachment. The author deals only with 
cases in which the eyelid is adherent to the eyeball. 

The degrees of adhesion are spoken of as “anterior 
symblepharon,” ‘posterior symblepharon,” and 
“total symblepharon.” A severe form is that in 
which the edges of the eyelids have been destroyed so 
that the eyelids have grown together, resulting in 
what is known as “‘ankylosymblepharon.”’ 

The causes leading to these conditions are for the 
most part burns and eschars from acids, alkalies, 
molten metal, lime, and gas flames, and ulceration 
from certain diseases such as pemphigus, diph- 
theria, and a long-standing trachoma wherein the 
cul-de-sacs have been obliterated by the destruction 
of the tissues so that a condition as bad as that due 
to a burn results. 

Mention is made of the work of the older surgeons 
among whom were Arlt and Knapp. Fuchs _ is 
quoted as follows: “Cases of extensive symble- 
pharon posterius, and obviously all cases of symble- 
pharon totale, are incurable. The same is true of 
symblepharon induced by the gradual shrinking of 
the conjunctiva. ’’ 


According to Wilder, the problem, is practically 
the same in all the degrees of the condition, but 
varies somewhat according to the type in hand. 
When the eyeball is present the problem is to allow 
mobility and prevent the irritation of the eye by the 
dragging of the adhesions. If the eyeball is absent, 
the cul-de-sacs must be restored for the comfortable 
wearing of a prosthesis. 

In any given case of burn in which the conjunctiva 
has been destroyed in whole or in part, the eschar 
must be cast off before healing can begin. Granula- 
tion tissue develops to replace the lost epithelium, 
and from this fibrous filling-in of tissue we get the 
contractions that appear later. It is at this point 
that the ophthalmic surgeon should come to the aid 
of nature. The difficulty in this work is to keep the 
grafts of tissue in place, whether they are epidermis 
or mucous membrane. ‘There is also the danger of 
injury to the integrity of the cornea which must be 
taken into consideration. 

Wilder has surmounted these difficulties by the 
use of specially prepared plates of block tin. Upon 
these tin shapes, fashioned to suit the individual 
case, he spreads his grafts and anchors them in the 
newly formed cul-de-sac. Morton and May have 
used successfully glass plate and porcelain shell with 
a curvature similar to that of the eyeball. Hotz 
early employed a thin lead plate, and Woodruff used 
a sheet of block tin cut to the required size and mold- 
ed to the proper curvature. Whatever the support, 
however, it is very necessary that the plate should 
have a circular opening the size of the cornea and 
should be coated with paraffin with a melting point 
of 130 degrees or higher. 

The thickness of the block tin used by the author 
istmm. Thesis easily sterilized and fashioned with 
a knife or the scissors to the required shape so that it 
fits the cul-de-sacs well above and below. The 
paraffin coating must be smooth. To make this 
coating it is advised to hold the plate at the edge 
with a small forceps and dip it repeatedly into 
melted paraffin that is kept to the desired point of 
heat by placing the vessel containing it into a basin 
of hot water. The paraffin is cooled by dipping 
the plate into cool water. Paraffin is added by re- 
peated immersions until the desired thickness is 
obtained. 

Such a plate may be employed following a burn 
of the conjunctiva. This, however, is not sufficient, 
for as sooo as the eschar is cast off the granulations 
appear and the surfaces will adhere with subsequent 
contraction. At this point, therefore, Wilder advises 
the use of grafts maintained in position with the 
paraffined tin plate. Mucous grafts are preferable, 
and if the area to be covered is not too great they 
can be obtained from the inside of the lips or, in 
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women, from the inner surface of the labia or vagina. 
Thiersch grafts may also be used. They should be 
cut thinly from the inner surface of the arm with 
a flat-back razor such as is employed for section 
cutting. The graft should be cut larger than neces- 
sary and transferred immediately from the razor to 
the paraffin plate with the raw surface outward. 
It will adhere well and can be smoothed out without 
wrinkles. During all this manipulation the graft 
must be kept warm with salt solution that is dropped 
upon it by an assistant. 

The author advises early operation to cover the 
raw surfaces and thus avoid serious symblepharon 
that later would require extensive operation. 

In the preparation of the cul-de-sac the surgeon 
should keep close to the tarsus so as to have a lid 
that will not be too thick when healing has taken 
place. It is well to make the sac too deep rather 
than too shallow. The graft should be made larger 
than the area to be covered as it will take care of 
itself or can be trimmed off later at the subsequent 
dressings. 

Reference is made to the work of Uhthoff who, 
during the late war, had experience in 600 eye cases, 
11 per cent of which were wounds of the orbit. In 
these the problem was to restore the orbital socket 
for the receipt of a prosthesis. In numerous cases 
Uhthoff was able to make the wearing of a prosthe- 
sis possible by plastic operations on the lids and con- 
junctiva. 

In approaching the problem of preventing subse- 
quent contraction in the tissues, the author empha- 
sizes the importance first of making the dissection 
deep enough. To that end it is carried down to the 
margin of the orbit so that the periosteum may be 
seen. Secondly, all scar tissue must be dissected 
away. The external canthus may be divided so as 
to give more room for the insertion of the plate 
and its accompanying graft. Occasionally it is well 
to use more of the corium of the skin, thus making 
a heavier graft, and in such cases it is wise to insert 
sutures with two needles passed through the graft 
at the bottom of the cul-de-sac. These sutures 
should be passed through the periosteum and then 
out through the cheek, where they should be tied 
upon a small roll of gauze. The latter point gives 
value to the operation of Weeks who restores the 
cul-de-sac with Wolff grafts which are anchored to 
the periosteum in this manner. 

The paraffin plate is usually sufficient to hold the 
graft without sutures. The canthus when cut must 
be restored at the close of the operation with sutures. 
The plate is removed after several days, at which 
time the grafts will be adherent. Irrigation may be 
practiced during the time the plate is in the socket 
and the hole in the plate permits more ready wash- 
ing. The plate should be worn for several weeks. 
It may be necessary to trim it down from time to 
time, and in some instances it may be cut in half to 
permit its more free insertion. When this is done a 
sort of hinge may be made by stitching it together 
in the center. A special artificial eye should be 
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made for such cases to conform to the new cul-de-sac 
and thus prevent irritation and the possible develop- 
ment of scar tissue. J. S. Crark. 


Lane, F.: Persistent Posterior Fibrovascular Sheath 
of the Lens. A Report of Two Clinical Cases 
and Three Eyeballs Examined Microscopically. 
Arch. Ophth., 1919, xlviii, 572. 


In this paper, which is illustrated with colored 
drawings, Lane points out the clinical characteris- 
tics of the posterior fibrovascular lens sheath, the 
pathology of three eyes removed for suspected gli- 
oma, and the points in the differential diagnosis. 
He draws the following conclusions: 

1. As the condition in the two clinical cases was 
congenital, it is certain that if an examination had 
been made during infancy or early childhood, the 
possibility of glioma would have been considered. 

2. In eyes presenting evident congenital anom- 
alies, an opaque, vascular tissue behind the lens 
completely or incompletely surrounding the posterior 
capsule should strongly suggest the possibility of a 
persistent posterior fib,ovascular sheath of the lens. 

3. Pigment, particularly in the posterior portion 
of the lens. and a postlental vascular membrane 
suggest a congenital defect of the posterior capsule 
and hemorrhage in the lens. T. D. ALLEN. 


Middleton, A. B.: Macular Hole in the Retina. 
Am. J. Ophth., 1919, ii, 779. 


In his position as oculist on a special examining 
board it was Middleton’s fortune to examine 23 
cases of macular hole in the retina. In the series 
referred to there were 19 cases of round and 4 cases 
of elliptical retinal holes. The elliptical holes are 
large, the long axis being as a rule horizontal. The 
small holes observed were round. The color of the 
choroid as seen at the bottom of the holes with the 
ophthalmoscope varies between a light and a dark 
mottled cherry red. 

It is assumed that the cause of most of these condi- 
tions is accidental injury. Small, white, exudative 
specks observed in most of the cases were thought to 
be remnants of a hemorrhage which occurred at 
the time of injury. 

A central scotoma was present in each uncompli- 
cated case, its amount bearing some relation to the 
size of the hole as the largest retinal hole showed the 
largest scotoma. Four of the cases were compli- 
cated by a rupture of the choroid which occurred on 
the temporal side of the macular hole. The nasal 
half of the field of vision in each case was dark. In 
14 of the cases the right eye had been injured, and 
in 9, the left eye. 

In the cases reported, 13 of the macular retinal 
holes were found in colored soldiers and 10 in white 
soldiers. This variance is believed to be due to the 
almost universal carelessness of colored people, their 
indulgence in fist fighting, and general roughness. 

It is a remarkable fact that an injury sufficiently 
severe to cause retinal hole in the macular region 
very seldom if ever results in fluidity of the vitreous, 
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dislocation of the lens, traumatic cataract, detach- 
ment of the retina, or optic atrophy. 

A detailed summary of the findings in the 23 
cases is given and the article is illustrated with 9 
drawings by the author (3 of them in color) to show 
the various conditions mentioned. J. S. Crark. 


EAR 


Good, R. H.: Extradural Irritation and Abscess. 
Illinois M. J., 1919, xxxvi, 226. 


In discussing extradural irritation and abscess 
Good makes a plea for early exposure in order to 
prevent such serious and often fatal complications as 
brain abscess, meningitis, and sinus thrombosis. 

The symptoms depend upon: (1) the amount of 
pain the patient is able to endure from the mechani- 
cal irritation of the sensitive dura; (2) the severity of 
the infection and the extent of the oedema of the 
dura; and (3) the degree of intracranial pressure. 
The symptoms of mechanical non-infective irrita- 
tions of the acute and chronic infective types are 
described in detail. O. M. Rort. 


Lille, H. I., and Barlow, R. A.: Operation for Acute 
and Subacute Mastoiditis: Results in a Series 
of Sixty-Five Cases. J.-Lancel, 1919, xxxix, 573. 


In a series of 65 patients treated by what the 
authors call a complete mastoidectomy, in which all 
the mastoid cells were exenterated, the average post- 
operative convalescence lasted thirty-one days. 
The shortest, fifteen days, occurred in 4 cases, and 
the longest, one hundred and twenty-eight days in 
the case of an old person. 

The series included 6 patients with sinus throm- 
bosis and 2 with jugular ligation. Two patients had 
meningitis at the time of operation, 1 a perisinus ab- 
scess, and 1 a pre-operative facial paralysis. 

There were 4 deaths, 2 from meningitis and 2 from 
erysipelas in old men, which developed three and 
six weeks after operation. 

In all but 3 cases the hearing after operation was 
normal as compared with that of the other ear. The 
hearing is not affected unless the involvement of the 
middle ear has been unusually extensive. 


The conclusions drawn are as follows: 

1. In cases of definite mastoiditis operation is in- 
dicated reasonably early. The mortality is prac- 
tically nil. 

2. Preservation of hearing is fairly certain. 

3. A-second operation should not be necessary ex- 
cept for complications such as sinus thrombosis 
or brain abscess. 


Neuhof, H., and Cocks, G. H.: Remarks upon the 
Treatment of Gunshot Wounds of the Mas- 
toid. Laryngoscope, 1919, xxix, 615. 


The method of treating gunshot wounds of the 
mastoid depends upon whether the patient is oper- 
ated upon early, before the onset of wound contam- 
ination or definite infection, or whether he is seen 
first after the wound is suppurating. 

Operation before wound infection embraces: (1) 
excision of the wound; (2) removal of in-driven bone 
fragments and foreign bodies and damaged portions 
of the mastoid; (3) closure of the dural tear by suture 
or by fascial transplant; and (4) primary closure of 
the wound. 

The complication of laceration of the lateral sinus 
is treated by postage-stamp graft or ligation of the 
sinus, depending upon its extent. Larger lacerations 
of the sinus are treated by double ligation. 

Treatment after wound infection includes: (1) 
X-ray examination to discover the presence of addi- 
tional foreign bodies; (2) excision and drainage of 
the bone wound, with complete exenteration of the 
mastoid cells; and (3) the use of the Carrel-Dakin 
technique. O. M. Rort. 


Clark, J. S.: Immediate Closure in Selected Cases 
of Acute Mastoiditis. Illinois M. J., 1919, xxxvi, 
249. 

Clark advises immediate closure of the mastoid 
wound in mild cases of acute mastoiditis. This ad- 
vice is based on one successful case in which drain- 
age was procured through the external auditory ca- 
nal by lowering the facial ridge and making a plastic 
flap as is done in the radical operation. The patient 
left the hospital on the sixth day and was back at 
work in two and one-half weeks. O. M. Rott. 
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NOSE 


Lubman, M.: The Submucous Resection Opera- 
tion; with Report of aCase. N. York M.J., 1910, 
cx, 847. 

Lubman presents a very interesting and timely 
paper on the causes of failure following the submu- 
cous resection of the nasal septum. The following 
conclusions are offered: 

1. Not all deflected septi require operation. 

2. A thorough study of the intranasal structures 
is absolutely necessary before the patient is subjected 
to operation. 

3. When a deflected septum is associated with 
ethmoiditis an operation upon the septum alone 
will not effect a cure. A much better result will be 
obtained by operating upon the ethmoid and leaving 
the septum untouched. 

4. In atrophic conditions of the nose, operations 
should be avoided as far as possible. 

5. The patient who comes to be relieved of his 
sufferings and is willing to undergo an operation 
is justly entitled to an honest and thorough examin- 
ation and an operation based upon scientific data. 

O. M. Rort. 


THROAT 


Tongs, M.S.: Hzmolytic Streptococci in the Nose 
and Throat, with Special Reference to Their 
Occurrence after Tonsillectomy. J. Am. M. 
Ass., 1919, Ixxiii, 1050. 


Tongs has reviewed the most recent literature 
regarding the morphology and cultural charac- 
teristics of hemolytic streptococci in the throat of 
the healthy and the sick, and presents the results 
he obtained from cultures of the nose and throat 
following tonsillectomy. His conclusions are’ that 
the tonsils, especially when hyperplastic, are a breed- 
ing place for hemolytic streptococci, and that com- 
plete tonsillectomy is in most cases followed by the 
absence of hemolytic streptococci from the throat. 

O. M. Rorr. 


Symonds, C. J.: Removal of Tonsils and Adenoids. 
British M. J., 1919, ii, 558. 

Symonds states that, as he has demonstrated for 
many years, the MacKenzie guillotine is efficient in 
cleanly removing the tonsils and adenoids. He 
emphasizes the point that the guillotine ring must 
be placed behind and below the tonsil. Standing 
on the right side of the patient whose head is 
inclined slightly backward, he removes the left 
tonsil first. The handle of the guillotine is brought 
across to the right side, the fingers of the left hand 
pressing the tonsil inward while the thumb presses 


the blade outward. The blood having been swabbed 
away, the right tonsil is removed. Bowen uses the 
guillotine with the blade reversed. 

The question of the advisability of complete extir- 
pation is brought up, as is also the amount of relief 
which can be expected from partial removal and the 
proportion of recurrences of tonsillitis. 

For the past ten years the author has been obtain- 
ing uniformly good results and in this period he was 
obliged to re-operate upon only one patient. As he 
does not believe that the recurrences in children 
amount to 1 per cent he is of the opinion that the 
general adoption of complete dissection of the ton- 
sils is not justified. 

In most cases in which the guillotine is used 
the deep portions of the tonsils remain but this 
does no harm and the remnant may be removed 
with a curette. 

Symonds differs from Bowen in that as an anes- 
thetic he advocates ether given with Clooer’s appara- 
tus rather than ether chloride which, in his opinion, 
is not as safe. H. R. Lyons. 


Lynah, H. L.: Laryngeal Bouginage. N. York M. 
J., 1919, cx, 838. 


The author treats cases of laryngeal stenosis fol- 
lowing the long-continued wearing of a_ tracheal 
cannula by means of laryngeal bouginage instead of 
laryngotomy. The use of the bougie and rubber 
laryngeal tubes is explained and case reports are 
added. 

Bouginage in these cases requires great care lest 
undue force be employed in dilating the stenosed 
Jarynx and trachea. A small olive-tipped bougie 
should be passed from above through the endoscope, 
care being taken to avoid a false passage into the 
tissues of the neck, or an injury of the oesophagus. 
The first size or smallest bougie should be placed 
against the stricture with the olive directed ven 
trally. If the small bougie does not pass readily, 
forcible dilatation should not be attempted. After 
five minutes the trial should be discontinued, a 
second attempt being made a day or so later. Usu- 
ally after the third or fourth trial the small olive 
will pass through the tightest stricture. Forcible 
attempts should never be made with a large 
bougie until the smaller size has been passed with 
ease several times. When this has been done con- 
tinuously larger bougies may be used, but never 
more than three sizes at any single sitting. 

After endoscopic bouginage is successful, dilata- 
tion from below upward may be attempted. Before 
the author’s split cannula catrier and the rubber 
laryngeal tube are finally inserted, bouginage should 
be performed three or four times so that the larynx 
is thoroughly opened. O. M. Rort. 
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Moore, I.: The Epidiascopic Demonstration of the 
Normal Histology of the Vocal Cord and Ven- 
tricle of the Larynx Considered in Connection 
with the Development of Adenomata. Proc. 
Roy. Soc. Med., Lond., 1919, xii, Sect. Laryngol., 
199. 

Photomicrographic demonstrations of sections of 
the larynx are presented in order to determine the 
limits of the vocal cord and to settle the question as 
to whether or not it is possible for an adenoma to 
develop from this structure. The conclusion offered 
is that the cord contains gland tissue in the periph- 
eral portion of the upper half of the cord and that 
therefore an adenoma may arise from this structure. 

O. M. Rort. 


MOUTH 


Leary, A. J.: The Relation of Oral Infection to 
Systemic Disease. Boston M.&S.J., 1919, clxxxi, 
611. 


Leary reports that it is now conceded that oral 
infection may be the cause of rheumatic attacks 
which, in the past, were attributed to uric-acid 
diathesis, auto-intoxication, internal secretions, or 
anaphylaxis. Focal infections from the roots of 
devitalized teeth are among the most certain, fre- 
quent and insidious underminers of health for the 
following reasons: 

1. They occur without giving rise to any local 
pain or discomfort. 

2. They may be present about the roots of teeth 
which supposedly have been well filled. 
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3. Their presence is usually revealed only acci- 
dentally or intentionally with the X-ray. 

4. Often their presence about the roots of septic 
teeth may not be revealed by the X-ray. 

5. The effects of these local infections are remote 
from their origin both in time and place, and there 
is no apparent connection between the two. 

6. Hardly a person over 25 years of age who has 
had dental treatment in which the pulp has been 
involved is without one or more of these apical in- 
fections. 

7. These infections are most puzzling to the oral 
surgeon and require his most skillful efforts to eradi- 
cate them. ’ M. N. FEDERSPIEL. 


Zentler: The Combined Operation for Peri-Apical 
and Peridental Infection; the Reason for 
Author’s Technique. Internat. J. Orthodont. & 
Oral Surg., 1919, v, 586. 


Zentler reports a combined operation for 
peri-apical and peridental infections. He recom- 
mends the complete removal of the diseased area. 
This is usually done with the surgical burr so as to 
smooth the amputated root-end as well as any 
sharp edges of the surrounding bone. A normal 
saline solution is used to wash away shavings. 

In peridental infection the diseased part is well 
exposed. All the inflamed, infected, granulom- 
atous tissue found between and surrounding the 
roots of the teeth is removed. The area operated 
upon is swabbed with a 50 per cent solution of the 
official tincture of iodine and the flap then sutured 
in place. M. N. FEDERSPIEL. 
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